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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 
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new 


Librium, in 100-mg ampuls, is now 
available for parenteral administra- 
tion. Librium Injectable provides 
prompt symptomatic relief of alco- 
holic agitation, delirium tremens, 
hallucinosis, schizophrenic motor 
excitement, agitated depression, 
paranoid reactions and drug with- 
drawal reactions. The parenteral 
route may be preferred for rapid 
control of acute anxiety, hyperac- 
tivity, hysteria, phobia and panic 
reactions, or other acute emotional 
disturbances where oral adminis- 
tration is impractical. 

Consult literature and dosage infor- 
mation, available on request, before 
prescribing. 


7-chloro-2-methylamino-5-pheny!-3H-1,4- 


ROCHE benzodiazepine 4-oxide hydrochloride 


LABORATORIES Division of Hoffmann-La Roche Inc. 
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AN OFFICIALLY APPROVED INSTRUMENT 
_ WHICH HAS ALSO WON POPULAR APPROVAL. 


the REITER 


for 


UNEQUALLED EASE 
OF OPERATION 

in 

A.C. SHOCK THERAPY 


Me 


SAFE 

The Mot-ac n, provides the highest degree of complete electrical 
isolation, by far exceeding official code requirements, to assure the 
maximum in safe operation. 


EFFECTIVE 

Clinical results have been uniformly excellent. Side effects are auto- 
matically reduced. The MoL-ac 1 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 
The Mot-ac 11 provides a highest initial current to initiate seizure 
ttern with an automatic reduction to safe low voltage in every case. 
nstantly and automatically re-set for repeated treatments. With the 
Mo t-ac 1, doctors report they are now certain of full seizure each 
treatment even with large doses of muscle relaxants. 


EASY TO USE 

Controls are simplified — one 3-position current intensity dial and 
one treatment switch. Just plug in ordinary AC current and the MoL-ac 
11 is ready for immediate use. The Mot-ac 11 has a handsome walnut 
case. Attractively priced at $100.00 complete with finest physician’s 
bag of genuine leather and attachments. 


DURABLE 
Ingenious design with only one moving part. Remarkable freedom 


from service requirement. 


Also available—Reiter Medel SOS, the advanced, most effi- 
cient instrument combining the strongest convulsive UNIDIREC- 
TIONAL currents with powerful yet gentle sedative currents. 
(Many additional features included.) Literature on request. 


REUBEN REITER, Se.D. wesr 4stn sv., new yorx 36, N. Y. 
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the antidepressant with a significant difference: 
¢ given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tone 


and insomnia * followed by control’ of 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS "ANTIDEPRESSANTS. 


a single agent (not a combination of compounds) 
@ effective in ali types of depression...particularly 
useful: in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized patients 


@ not an amine oxidase (MAO) inhibitor 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION — 
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SYMPOSIUM ON DEPRESSION 


with Special Studies of a New 
Antidepressant, Amitriptyline 


A SCIENTIFIC MEETING 


INVESTIGATOR FINDINGS 


DUNLOP, EDWIN: “Amitriptyline [ELAVIL] has a specific advantage over any anti- 
The treatment of depressant currently available and | see increasing evidence of its 
aes usefulness in reducing tension, agitation and anxiety, as well as 
depression in in relieving the depressive quality of the illness. Amitriptyline 
private practice. appears ... to combine better than any other antidepressant drug 
the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 
“.. Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


BENNETT, DOUGLAS: “In those cases showing a good response, early and dramatic 
Treatment of improvement in sleeplessness resulted and many patients noted 
Aeienieies thates a feeling of relaxation. The ability of some patients to reduce their 

ep ope : night sedatives after only a month’s treatment was unique in my 
with amitriptyline. experience of the treatment of depression.” 


SAUNDERS, JOHN C.: “Its primary action in hospitalized psychotics is antidepressive; 
Antidepressives: the this along with its very low rate of side actions make it a drug of 
: : potentially frequent application in a broad spectrum of neuro- 
pith of affective therapy. psychiatric diseases. ... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage 

of cases (60-75).” 


OSTFELD, ADRIAN M.: “Finally, it appears that amitriptyline in the doses employed here 
Effects of an anti- is relatively effective in depressed states of neurotic proportions. 
depressant drug on tests Its freedom from severe side effects in doses that are therapeu- 
of mood and perception. tically effective seems established in this patient population. 
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INVESTIGATOR 


FINDINGS 


AYD, FRANK J., JR.: 
Acritique of 
antidepressants. 


“Amitriptyline and imipramine induce similar side effects but, 
generally speaking, those of amitriptyline cause less subjective 
discomfort in patients than those of imipramine. 


. Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 


50 AMITRIPTYLINE 777 50 
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EXCERPTS FROM A 
SYMPOSIUM ON 
_ DEPRESSION 


(continued) 


FINDINGS 


INVESTIGATOR 


“In evaluating the effectiveness of amitriptyline in all these dif- 
ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 


DORFMAN, WILFRED: 
Masked depression. 


FELDMAN, PAUL E.: “Compared to other energizer compounds, particularly the hydra- 
. zines, amitriptyline appears to be relatively nontoxic. The labo- 


: chemotherapy | ratory reports for the most part remained within normal limits. 
5 rer Occasionally, abnormal readings were reported, but these 
ae (amitriptyline) | 
ay : appeared only sporadically and were not related to any clinical 
; of anergic states. findings.” 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression: neurotic-depressive reaction: and these target syniptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; of interest; Of guilt; anorexia. May be used 
whether the emotional: is manifestation Of neurosis or psychosis,’ and in or hospitalized 
patients.’ 

USUAL ADULT DOSAGE: — initia! dosage 25 to'50 mg. three times.a day, on body weight, severity, 
and clinical disturbances. Dosage may be adjusted-up or down depending upon the response of the patient. Some patients 
improve rapidly; although many @epressed patients require four to six weeks of therapy befere obtaining antidepressant 
response. For the ambulatory patient the dosage range for Tabiets ELAVIL is 40 t6 150 mg. daily. In the hospitalized 
patient, a daily dosage up to 300 ing. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension whites instituting therapy of the underlying depression. Initial therapy is 2 
to 3 ct; (20 to 30 mg.) IM, q.i.d, 


The natural course of depression is often many months in duration. Acco it is appropriate 10 continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to lessen the 
possibility. of relapse, which mey occur if the patient’s depressive cycle is not complete. ta the event of relapse, 
therapy with ELAVIL may be reinstituted. ; 


ELAVIL is hot 2 monoamine oxidase (MAD) inh*pitor. tt does, liowever, aveme@nt or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been revieiving MAO inhibitors, ELAVIL Should be instituted cautiously after the 
effects of the MAO inhibitors have been Wissipzted. No evidence of crug-induted jaundice, agranulocytosis, or extrapyra- 
mida!l symptoms has been noted: Side effect) with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have. been readily reversible. Side effects (crowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache heartburn, ahorexia, increased perspiration, and-skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents; careful observation of patients is recommended. As with other drugs 
possessing significant activity, ELAVIL4S contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary. retention. 


SUPPLY: Tablets, 10 mg. and:25 me¢., in bottles of 100 and 1000. Injection intramuscular), in 10-Cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. aextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and 
water for injection 

. REFERENCES: 1. Ayd, F, J., it: Psychosomatics 1:320, Nov.Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 
3. Barsa, J. and Saunders, J. Ci: Am. J. Psychiat. 117:739, Feb. 1961. 


Before pr ibing of admint ig ELAVIL, the physitian should consult the detailed j tion on use panying the package or available on request, 


MERCK SHARP & DOMME: OF MERCK & ho, WEST POINT, PA 


ELAVIL IS A TRADEMARK OF MERCK & CO., INC. 
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in depression 

for greater 
emotional stat 
in the aging — 
Tofranil Tablets of img: fal 


*hydrochlor: 


During the declining years, frustration arising from 
declining capacity to participate in social and fam- 
ily activities often leads to depression, manifested 
frequently in unpredictable swings of mood. 
The value of Tofranil in restoring the depressed 
elderly patient to a more normal frame of mind has 
received strong support from recent studies.!3 
Under the influence of Tofranil, such symptoms as 
irascibility, hostility, apathy and compulsive weep- 
ing are often strikingly relieved with the result that 
life becomes easier both for the patient and those 
around him. 

Since the dosage requirements of elderly patients 
are lower than those of the non-geriatric patient, 
Tofranil is made available in a special low dosage 


10 mg. tablet designed specifically for geriatric use. 
Full product information regarding dosage, side 
effects, precautions and contraindications avail- 
able on request. 


References: 1. Cameron, E.: Canad. Psychiat. A. J., Special 
Supplement 4:S160, 1959. 2. Christe, P.: Schweiz. med. 
Wcehnschr. 90:586, 1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 

Tofranil®, brand of imipramine hydrochloride: Triangular tab- 
lets of 10 mg. for geriatric use; also available, round tablets 
of 25 mg., and ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution (1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 
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in depression and related anxiety... 


prompt relief 
with unusual safety 


° 


Clinical reports indicate that many depressions can be relieved by Deprol 
and psychotherapy, without recourse to more hazardous drugs. 


Deprol relieves the patient’s related anxiety, insomnia and anorexia 
without danger of overstimulation, thus permitting better rapport to be 
established sooner, and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be determined quickly. If 
unusual cases require additional or alternative therapy, this will be quickly 
discernible. 


Deprol can be controlled — there is no lag period of a week or two over 
which drug effects continue after medication is stopped. In cases where 
alternative therapy may be needed, it can be started at once. 


Deprol is well tolerated — does not produce liver damage, hypotension, 
psychotic reactions or changes in sexual function; does not interfere with 
other drug therapies. 
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“Deprol* 


BENACTYZINE + MEPROBAMATE 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, this may be increased gradually up to 
3 tablets q.i.d. With establishment of relief, the dose may be reduced gradually to maintenance levels. 
Composition: Each tablet contains 1 mg. 2-diethylaminoethy! benzilate hydrochloride (benactyzine 
HCI) and 400 mg. meprobamate. Supplied: Bottles of 50 light-pink, scored tablets. 


WALLACE LABORATORIES / Cranbury, N. J. 


C0-5932 


ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


L I S$ T I C A 


|am pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 
about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents. 


Listica is not “just another tranquilizer.” We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia*—'‘a normal mental state.” This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 
to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 
tension /anxiety in your practice. 


Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe ‘Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyphenamate, Armour. ©1961,A.P.CO. *Stedman's Medical Dictionary. 
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ANNOUNCING THE FIRST 


Symbols of the Age of Tension/Anxiety 


TAX FORM. 


LISTICA by ARMOUR allays TENSION/ANXIETY... 
7 maintains acuity... promotes eunoia™,.. 
facilitates somatic diagnosis and therapy 


2 


SELECTIVE TENSITROPIC 


LISTICA 


lifts the facade of New Listica allays tension /anxiety in as many as 89% of cases, 2-13 by selectively 
TENSION/ANXIETY 


maintains 


normal acuity 


enhances 


physician-patient 


rapport 


without known 


toxicity or 


contraindications 


uISTIC 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 


A 


te, Armour. 


inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension /anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 
reading, writing, etc., without interference from.drug therapy. 


As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA*— 
“‘a normal mental state.” It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies'4 in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?"!5 Listica has 
produced no serious side effects. Less than 4% of patients experienced any side 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour. 
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in depression 
Nardil...“practical, 
efficacious, and safe 


...for general use...” 


Effective in psychotic depressions and 
non-psychotic depressive states with less 
than 2% reported significant side effects 


Clinical studies show that Nardil is potent 
enough for the most severe depressive con- 
ditions and yet safe enough for the office 
treatment of mild depressive states. With 
Nardil, relief of depressive symptoms has 
been consistently reported in 70 to 80% 
of office patients and 60 to 70% of hospi- 
talized patients... with a less than 2% re- 
ported incidence of significant side effects. 
This excellent clinical history plus the 
added benefits of a simple dosage schedule 
and significantly greater economy make 
Nardil well suited for the treatment of most 
depressive states. 

Full dosage information, available on request, 
should be consulted before initiating therapy. 
*Sargant, W.: Brit. M. J., p. 225-227, (Jan. 28) 1961. 
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DISEASES Nervous System 


A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


Concept of Homeostasis in the Central Nervous System 


GEORGE PAULSON, CAPT. M.C. 


There is increased interest in relating 
facts from neurophysiology and neurochem- 
istry to clinical observations from neurology 
and psychiatry. Through the years a few 
general interpretations of physiologic func- 
tions have appeared repeatedly and are being 
reused as the new facts accumulate. This 
paper attempts to demonstrate the impor- 
tance of one general physiologic concept, 
homeostasis, in explanations of neurologic 
and psychiatric conditions. The possible ben- 
efit of such effort is renewed emphasis on a 
general somatic theory that has often aided 
in the accumulation of new facts. 


Neurology 


A disturbance in balance between elements 
of the CNS is frequently offered as an ex- 
planation of signs seen in neurologic dis- 
ease. Too much, too little, or too rapid a 
change in activity seems to account for many 
common clinical observations. Parkinson- 
ism, pseudobulbar palsy, and spinal cord 
transection have been chosen to illustrate 
homeostasis in widely separate areas of the 
nervous system. 

(1) There are many symptoms in the Par- 
kinson syndrome and the pathologic changes 
are varied and numerous. Patients with par- 
kinsonism may have lesions in the reticular 
formation and the cerebral cortex, but de- 
struction is particularly prominent in the 
globus pallidus, substantia nigra, and other 
nuclei of the basal ganglia. It is still not 
clear how damage to extrapyramidal areas 
produces the clinical symptoms. Most phys- 
iologic explanations of parkinsonism invoke 
the concept of a distortion in a normal rela- 
tion between two or more areas of the CNS. 
For example, a current neurology text men- 
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tions interruption in a reverberating circuit 
which involves the cerebral cortex, basal 
ganglia, and thalamus.’ 

As a minimum, any successful theory of 
parkinsonism must account for tremor and 
rigidity. In 1914 Kinnier-Wilson suggested 
that hyperkinetic states such as tremor re- 
sulted from activity of the cerebral cortex 
when it was no longer adequately “steadied” 
by basal ganglia.* More recently it has been 
suggested that the central basis for tremor 
is the interneuronal bulbospinal system.’ 
Thalamic and pallida] structures are thought 
to exert a facilitative effect on tremor which 
originates in lower structures. Among re- 
cent theories of parkinsonian rigidity are 
those which invoke the afferent gamma sys- 
tem, “In parkinsonian rigidity the quick 
adaptive mechanism of the gamma system is 
defective and the tonic alpha system is over- 
active.”* This is reflected clinically by fail- 
ure in the rapid adjustment of muscle length 
in the parkinsonian patient. The elements 
of muscle regulation which are still intact 
maintain a constant muscle tension when re- 
leased from higher control. 


The definitive explanation.of parkinsonian 
rigidity and tremor is unknown. Even the 
complete reason for benefit following pal- 
lidal destructive procedures is obscure. Nev- 
ertheless, it is likely that future explanations 
of parkinsonism will still include the concept 
of too much or too little activity, and a re- 
sulting disequilibrium between units of the 
CNS. 


(2) Pseudobulbar palsy is a well accepted 
clinical syndrome in which pathologic 
changes in both cerebral hemispheres seem 
to cause dysfunction of the medulla oblon- 
gata. Spastic muscles innervated by the 
medulla produce difficulty in swallowing and 
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talking and the patients may be emotionally 
labile. Recent work has demonstrated that 
patients with pseudobulbar palsy also have 
hypersensitivity of the respiratory centers.* 
These various changes seen in pseudobulbar 
palsy are commonly attributed to failure of 
cortical inhibition. Inadequate regulatory 
impulses proceed down from above, and the 
lower areas are therefore relatively uncon- 
trolled and overactive. 

(3) Spinal cord transection is a devastat- 
ing and dramatic clinical experiment in 
which spinal shock and the return of reflex 
function are the two striking features. Spi- 
nal shock is usually attributed to sudden loss 
of facilitative impulses from higher centers 
in the nervous system. In a sense, spinal 
shock represents a raised spinal threshold 
of reflexes. 

Various reasons are offered as explana- 
tions for the return of reflex function after 
spinal transection. Most frequently return 
of reflexes is attributed, as might be antici- 
pated, to lowering of the threshold of re- 
flexes as spinal shock disappears. Spinal cen- 
ters are assumed to become more responsive, 
more active, with the passage of time. As 
pointed out by Denny-Brown “removal of 
one of the competing factors in the control 
of movement at any level results in overac- 
tivity of the others.”* 


Psychiatry 

Neurologic syndromes are closely associ- 
ated with known pathologic changes. Psy- 
chiatric classification is less securely based 
on pathologic or physiologic evidence; and 
signs and symptoms remain the basis for 
classification of the functional psychoses. 
Depression, hallucinations, and anxiety have 
been selected for discussion on the basis of 
their frequency as symptoms of psychiatric 
disorders. The discussion will be concerned 
solely with somatic explanations which have 
been offered for these symptoms. 


(1) There have been several somatic eti- 
ologies proposed to explain depressive states. 
These theories of depression are predomi- 
nantly neurophysiologic or neurochemical; 
both utilize the concept of a proper neuro- 
logic equilibrium. 
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The neurophysiologic theories suggest a 
primary diencephalic origin for depressive 
symptoms. As integrator site, regulator, or 
recipient of impulses, the diencephalon is 
frequently associated with affect and emo- 
tion. Extensive summaries of experimental 
data relating the diencephalon and emotion 
appear in recent neurophysiology texts. 
There is less known about the effects of pe- 
ripheral regions on the subcortical areas in- 
volved in emotional] states. 


Among the theories of depression are sev- 
eral that attribute emotional changes to a 
shift in a presumed balance between subcor- 
tical, neocortical, and reticular areas. Ei- 
ther increased inhibition from the cortex, or 
decreased intrinsic activity of subcortical 
areas could produce attenuation of function 
in subcortical regions. It has also been pos- 
tulated that decreased activity in the region 
of the reticular formation can produce “‘in- 
adequate alerting” of the upstream areas in- 
volved in emotions.* Other speculation re- 
garding increased or decreased activity in 
the neocortical-diencephalic-reticular axis 
can be found.’ Most theories postulate a 
primary diencephalic disorder in depression, 
with other areas secondarily influencing 
functions of the diencephalon, Since the fun- 
damental feature is an equilibrium between 
neocortex and diencephalon, or between re- 
ticular substance and diencephalon, identical 
clinical states could conceivably be produced 
by too much at one end or too little at the 
other. Furthermore there is varied activity 
in subgroups of cell populations and it has 
been postulated that there is interaction be- 
tween facilitative and inhibitory portions of 
the diencephalon itself.* 


There are few neurochemical theories of 
depression. In 1954 Sperry® emphasized the 
lack of good experimental data for a bio- 
chemical theory of depression; many of his 
comments still apply. Sperry felt that one 
possible cause of depression is excess forma- 
tion of aldehydes by the oxidative deamina- 
tion of amines. There has been interest more 
recently in abnormal levels of cerebral sero- 
tonin. Some of the newer anti-depressant 
drugs are considered to be effective pri- 
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marily through inhibition of monoamine oxi- 
dases. 


(2) Hallucinations. In addition to hallu- 
cinations found in functional psychiatric dis- 
ease, there are also hallucinations which re- 
sult from definite organic sources. Halluci- 
nations are found with toxic or anoxic states, 
encephalitis, neoplasms, and convulsive dis- 
orders. A current psychiatric text states 
that in such organic conditions “there is per- 
haps an irritation of the association centers 
connected with the special sense halluci- 
nated.”’ Electric currents, presumably ex- 
citatory, can certainly induce hallucinations 
when applied to cortical areas. Such hallu- 
cinations range from flashing, indistinct 
lights with occipital lobe stimulation to 
“memory hallucinations” produced by tem- 
poral lobe stimulation.'' These hallucina- 
tions, most simply, appear related to over- 
activity of local cortical areas. 


The relation of sensory input and halluci- 
nations is of persistent interest. The rela- 
tion of sensory input and cortex attracted 
Hughlings Jackson when he discussed hallu- 
cinations. “I believe that they are often 
really illusions, arising from external condi- 
tions, from morbid states of peripheral parts, 
or of lower sensory centres. They result 
from irritations propagated up to the high- 
est centres, that is, to the uncontrolled, and 
thus over-ready-to-act, nervous arrange- 
ments left in these centres.”'* Recent stud- 
ies of the action of hallucinogens point to 
drug effects on peripheral sensory struc- 
tures." 


It is difficult to find any general physio- 
logic theory of hallucinations, though psy- 
chologic theories abound. Marrazzi™ dis- 
cusses synaptic inhibition as a mechanism 
of hallucinations, and offers some support- 
ing data. He mentions “release from corti- 
cal restraint,” and “differential inhibition of 
dendritic over somatic synapses.” He sug- 
gests “the form of dissociation from reality 
known as hallucination may sometimes re- 
sult from an actual dissociation of primary 
visual inflow from its association areas.” 


It can be seen that in the several theories 
of hallucination the general theme of over- 
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activity or underactivity remains. In hallu- 
cinations the recurrent theme is one of im- 
balance at the two extremes of cortex and 
peripheral sensory input. 

(3) The literature of anxiety is immense 
and references can be selected as support for 
almost any theory. A few general observa- 
tions are relevant regarding the well-known 
somatic accompaniment of anxiety. Anxiety 
is reflected in several body regions including 
musculoskeletal, gastrointestinal, cardiovas- 
cular, and respiratory systems. Most of the 
physical changes are in the direction of over- 
activity in a setting of anxiety. The neuro- 
logic association of these somatic changes is 
indefinite, and these bodily areas are repre- 
sented in several areas of the CNS, including 
particularly the brain stem. 

It is known that amphetamine can pro- 
duce many of the physical symptoms of anx- 
iety. This drug affects several areas of the 
CNS, but particularly the brain stem.'* The 
reticular formation of the brain stem has 
also been the focus of much recent experi- 
mental work on EEG arousal responses. 
With a behavioral shift from sleep to ex- 
treme alertness, there is some shift in the 
EEG toward the appearance of an EEG 
arousal response. The exact relation of EEG 
arousal and behaviora] arousal is not clear- 
cut or definite at the present time. Though 
EEG arousal can be produced in numerous 
ways, one of the fundamental methods is 
stimulation of the reticular activating sys- 
tem of the brain stem. 

The effect of anxiety on learning has been 
studied repeatedly. Moderate anxiety speeds 
learning but larger amounts of anxiety in- 
hibit the learning process. Similarly Fur- 
ster’® points to an increase in rate of learn- 
ing with slight stimulation of the reticular 
activating system. A possible mechanism 
for the effect of anxiety on learning is of- 
fered by Bremer who indicates that ascend- 
ing reticular impulses can produce either fa- 
cilitation of the excitability of cortical inter- 
neurons or can produce a supraliminal exci- 
tation which actually inhibits the specific 
sensory impulses, 

As indicated, the literature on anxiety is 
large and tenuous threads can be pulled to- 
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gether to support any thesis. It does appear 
that much of the current interest in neuro- 
logic substrate for anxiety can be directed 
at brain stem areas. It seems probable that 
the activity of higher areas is also of impor- 
tance in the production, or regulation of anx- 
iety. 


Vigor of Homeostasis 


The concept of levels of function in the 
CNS has broadened to include not only pri- 
mary functions of major regions of the ner- 
vous system, but also effects produced by re- 
lations between the major regions. Some- 
times interdependence of areas can be dem- 
onstrated experimentally, and additional 
projects can be planned to explore reciprocal 
relations in different cell populations. With 
or without experimental data, however, the 
concept of a proper neurologic equilibrium 
is useful to explain clinical phenomena. Built 
into the concept of neurologic equilibrium or 
homeostasis is the basic theme of (1) too 
much, (2) too little, (3) or too rapidly 
changing (as emphasized by Hallowell Da- 
vis).'* When two items are in tension or bal- 
ance the relation of the two can shift in 
these three ways. 


The idea of homeostasis is frequently in- 
voked in clinical medicine and seems an al- 
most inevitable explanation of changes in 
function and behavior. The most satisfying 
explanation for the vigor of the concept of 
homeostasis is that it is useful. The utility 
of the concept of homeostasis is seen in en- 
docrinology, nutrition, cardiovascular and 
pulmonary diseases, autonomic physiology, 
and even in psychosomatic medicine and so- 
cial science. 

In addition to utility, it is possible to offer 
less exalted explanations of the vigor of ho- 
meostasis, Patterns of learning in childhood 
train humans in the concept. Fear, sickness, 
guilt, punishment, and success are related 
to an increase or decrease in forces a child 
contends with daily. In school sins of both 
omission and commission become important, 
and failure in good works is hazardous. 
Later the teenager lives in a climate of mas- 
sive disequilibrium. As much as at any time 
in life, the teenager interprets his difficulty 
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in terms of too much or too little in and 
around him. 

Human concern for balance and stability 
may depend on deeper factors than cultural 
patterns and the conditioning of children. 
Life itself seems characterized by organi- 
zation, at least a shifting order. A desire 
for solidity, constancy, and routine may be 
intrinsic in the human search for pleasure. 

Part of man’s evolutionary heritage is the 
need for an explanation for all major events 
and homeostasis serves as a _ convenient 
general answer. In a world largely beyond 
human control the idea of a theoretical 
golden mean has strong attraction. 


The Disequilibrium Theory of Psychosis 


If we assume that the real strength of the 
concept of homeostasis is utility, the con- 
cept should also be useful as a somatic ex- 
planation of psychiatric symptoms. It might 
be simplified as follows: The symptoms of 
psychiatric disease are associated with and 
may be produced by a change in activity of 
one portion of the CNS in relation to other 
areas. For example, either markedly de- 
creased peripheral sensory input or mark- 
edly increased sensory input might produce 
a psychiatric disorder, Inability to inte- 
grate or absorb the sensory input could sim- 
ilarly produce disease. Neurochemical pe- 
culiarities, hereditary predispositions, or 
neurophysiologic patterns formed at a time 
of plasticity in the CNS could all distort the 
proper neurologic balance toward mental 
illness. 


Other examples can be seen in the discus- 
sion of depression, anxiety, and hallucina- 
tions above. The general theme remains the 
same. Psychic states are produced by the 
relation of two or more functional neuronal 
areas, and a change of activity in any of the 
related areas can be associated with a shift 
in the psychic state. A change in activity of 
a particular area may be of prime impor- — 
tance, but is important only when change in 
the particular area shifts the balance be- 
tween it and other areas. 


Note: This material has been reviewed by the Of- 
fice of the Surgeon General, Department of the 
Army, and there is no objection to its presentation 
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and/or publication. This review does not imply any 
indorsement of the opinions advanced or any recom- 
mendation of such products as may be named. 
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Recent Developments in Psychoanalytic Research 
ROBERT B, WHITE, M.D. 


(The first part of this article was published in the 
November, 1961, issue of Diseases of the Nervous 
System. This installment concludes the article.) 


The Development of a Therapeutic Com- 
munity at the Austen Riggs Center 


Since 1952, two other staff members and I 
have been studying the development of a 
therapeutic community at the Austen Riggs 
Center. In this paper only a brief descrip- 
tion of the institution and a summary of the 
main findings of our research are possible. 
The various aspects of the development of 
the Center have been described by Coon and 
Raymond (1940), Kubie (1960), and Knight 
(1960). The development of the therapeutic 
community at Riggs has been described by 
Polansky, Talbot, Miller, and myself in other 
publications, 

The research has been largely clinical: 


the basic data have been comprehensive clin- 
ical notes about the development of the hos- 
pital social structure, including the minutes 
of all group meetings, committee reports, 
transcripts of staff conferences, etc. We 
have also used other, nonclinical, methods 
to measure attitudes of both patients and 
staff. These have included periodic inter- 
views, questionnaires, sociometric charting 
(Polansky, Miller, and White, 1957), and 
the use of the semantic differential technique 
(Talbot, Miller, and White, 1961). 

Austen Riggs is a small (42 in-patients), 
completely open, private psychiatric hospital 
in which psychoanalytically oriented psy- 
chotherapy is the basic mode of treatment. 
No shock therapy is done and drugs are 
used sparingly. All patients are seen in in- 
dividual psychotherapy for about four hours 
each week. In addition, each patient par- 
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ticipates in a comprehensive program of 
group treatment. This program evolved 
from the dissatisfaction felt by patients and 
staff when treatment consisted almost solely 
of individual psychotherapy in a traditional 
hospital structure. After experimenting for 
a period with a relatively laissez-faire milieu, 
both patients and staff found a social vac- 
uum as unsatisfactory a context for psychi- 
atric treatment as the preceding authori- 
tarian structure (White, Miller, and Polan- 
sky, 1955). 

The present complex social structure of 
the hospital has evolved slowly over the past 
decade out of the kinds of dissatisfactions 
noted above. This evolution has been guided 
by one basic principle—that patients can 
and should participate to the greatest pos- 
sible extent in the development and adminis- 
tration of policies and procedures that gov- 
ern life in the hospital. Through this prin- 
ciple the institution has developed a social 
structure that accomplishes a number of sep- 
arate but related therapeutic tasks: 


1. To develop in the patient an understanding of 
how and why he behaves in an immature, self-de- 
feating, and socially unproductive fashion, and to 
resolve the unconscious conflicts that cause and 
perpetuate his maladaptive behavior. 

2. To counteract the regressive side effects of in- 
tensive individual psychotherapy. 

3. To counteract the regressive side effects of liv- 
ing for extended periods in the sanctuary of the 
hospital community. 

4. To help the patient regain the use of those ca- 
pacities, talents, and abilities that were impaired 
by his illness, and, especially with the very young 
patient, to help him to develop new skills, talents, 
and abilities. 


These tasks are accomplished through 
four programs of treatment: individual psy- 
chotherapy, a work program, a program of 
community government, and an educational 
program. 

The development of insight and the reso- 
lution of intrapsychic unconscious conflict 
are primarily the task of the two-person in- 
teraction of individual psychotherapy. From 
the support of his relation with a trust- 
worthy and skilled psychotherapist, the pa- 
tient may gain sufficient hope, trust, and 
courage to face the worst in himself—those 
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unconscious impulses that are infantile, 
greedy, hateful, destructively sexual, and 
that cause his anxietv and maladaptive be- 
havior. By facing what he fears most in 
himself, he may master it. This is a painful 
and disturbing task. Often the patient’s be- 
havior becomes temporarily more infantile 
as he becomes absorbed in his efforts at self- 
scrutiny and self-understanding. As his con- 
flicts become more clearly focused in his 
awareness, his tension and his disturbed be- 
havior may increase. These are some of the 
regressive side effects of individual psycho- 
therapy. 

If life in the hospital community presents 
him with few demands for adult behavior 
and with few consequences if he behaves in 
a socially disruptive and infantile manner, 
the patient may be greatly tempted to make 
a career of his neurosis. Burnham (1961), 
from observations at Chestnut Lodge, has 
noted the same point. Such patients tend 
to band together in a mutually protective al- 
liance, saying, in effect, “we are all disturbed 
and none of us must criticize another’s neu- 
rosis or expect him to change.” These are 
some of the regressive side effects of living 
for extended periods in the sanctuary of the 
hospital. 

In order to counteract such side effects, 
the patient must be provided with, among 
other things, day-to-day genuine responsi- 
bilities for himself, for other patients, and 
for the institution in which he is a tempo- 
rary citizen. To provide these responsibil- 
ities, the hospital social structure must make 
available to the patient roles other than the 
traditional role of sick person in treatment— 
specific social roles through which he par- 
ticipates in the hospital community in a 
number of ways. 


At Riggs all patients participate in weekly 
meetings of small groups that form the basic 
administrative units of the hospital. Each 
group contains about ten patients, one or 
two nurses, and a member of the psychother- 
apy staff (either a psychiatrist or a psy- 
chologist). These groups serve as forums 
for discussing issues of group life, as units 
for electing patient representatives to the 


« 


1961 


three major committees that largely govern 
the hospital, and as a means for introducing 
new patients. 

The three major executive committees of 
the institution are composed of about six 
elected patients and two or three represen- 
tatives from the psychotherapy, nursing, 
teaching, or maintenance staffs. These com- 
mittees are responsible for a great deal of 
the routine administration. One of these 
committees concentrates on evolving and ad- 
ministering the rules and laws of the com- 
munity—regulations that govern such mat- 
ters as the use of alcohol among patients, 
the assignment of rooms to patients, the con- 
trol of noise or other troublesome behavior. 
A second committee conducts a work pro- 
gram in which each patient participates 
daily. The money saved by the work, 
amounting to more than $10,000 a year, is 
credited to a free care fund that helps needy 
patients to finance treatment. The work 
performed ranges from scrubbing floors to 
building furniture for the rooms occupied 
by patients. The third committee, in collab- 
oration with the teaching staff, helps to plan 
and conduct a program of education and rec- 
reation for patients. This program resem- 
bles adult education and offers the patient 
a wider and more stimulating range of sub- 
jects than is offered by traditional occupa- 
tional therapy. Included in the program are 
drama production, operation of a nursery 
school for children of the town, typing les- 
sons, current events seminars, woodworking, 
furniture refinishing and so on. 

Every other week the staff, including 
nurses, teachers, some business office per- 
sonnel, some maintenance and service per- 
sonnel, psychologists, and _ psychiatrists, 
meet to discuss matters of concern to the 
staff. On alternate weeks all staff and all 
patients participate in a community meet- 
ing to discuss issues of concern to the en- 
tire community, both patients and _ staff. 
Once or twice a month all patients meet with 
a few staff members to take up questions 
that primarily concern the patients. 

By means of this rather complex commu- 
nity structure, patients are provided with a 
variety of social roles. In addition to their 
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traditional and more passive social role of 
psychologically disturbed patients in treat- 
ment, they have the more active roles of 
workers in the work program, citizens in the 
hospital community, and students in an ed- 
ucational program. These various roles and 
the social structure I have described offer 
the patient an active and respected voice in, 
and real responsibility for, the operation of 
the community in which he temporarily re- 
sides. This multiple set of roles for the pa- 
tient contrasts greatly with the usual single 
role provided for the hospitalized patient— 
the role of passive guest-inmate. 

Our experience shows that without the 
opportunity and stimulation of active roles, 
hospitalized patients tend to regress exces- 
sively, and even skilled psychotherapy may 
be ineffective when conducted in a social vac- 
uum, If patients are to be provided with 
active roles, the staff must be willing to rel- 
inquish many of its time-honored authori- 
tarian prerogatives. Patients will question 
and provoke the staff in the most fiendishly 
ingenious ways to test whether the role of 
active participants held out to them is real 
or only the sham so characteristic of student 
governments—namely, “you may have a 
voice in deciding things so long as you de- 
cide them in the way that we, the faculty, 
want them to be decided.” 

Individual therapy can foster insight and 
help the patient to resolve those anxieties 
and conflicts which perpetuate his neurosis, 
but to only a limited degree can it provide 
the conditions necessary for him to exercise 
those skills, abilities, and talents that re- 
main intact, to restore those that have been 
lost by illness, or to develop new ones, In- 
dividual psychotherapy may free him from 
his inhibitions, but it cannot teach him to 
dance, play bridge, speak French, or use a 
typewriter. If the society of the hospital 
grants the patient the opportunity to learn 
by being a citizen of the hospital commu- 
nity, it will surely improve his ability to re- 
join society at large upon his discharge, but 
even this is often not enough. For exam- 
ple, an inhibited young person who has 
broken down in his early years of college, 
may never have developed many of the basic 
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social skills or any of his manual, intellec- 
tual, or creative potentialities. If a young 
person must be hospitalized for one, two, or 
three years, as some of the more seriously 
disturbed must be, it is crucial that the de- 
velopment of his social, intellectual, and 
other skills not be put in mothballs. The 
hospital should provide opportunities for 
continued education, especially for the 
younger patients who have had to abandon 
their careers students. The hospital 
should also acquaint or reacquaint its pa- 
tients with meaningful work, an opportunity 
rarely extended to patients, especially those 
in private hospitals, 

Our observations about the influence of 
the social structure and atmosphere of the 
hospital on the patient’s psychic conflicts 
support a number of psychoanalytic con- 
cepts, especially Rapaport’s (1951, 1958) 
concept of ego autonomy and Erikson’s 
(1950) concept of the psychosocial stages 
of ego development. 

Specifically, our findings support Rapa- 
port’s claim that the integrity of the ego 
depends in large measure on an adequate 
input of appropriate ‘stimulus nutriment” 
from the environment. To Rapaport’s for- 
mulation we would add that the kind and 
amount of stimulus nutriment available to 
an individual are governed by the kind and 
number of social roles available to him. We 
have seen patients regress excessively so 
long as the staff considered the hospital 
more or less as a repository to contain pa- 
tients between psychotherapy hours. Con- 
versely we have seen nearly psychotic pa- 
tients retain their sanity largely through 
the opportunities, demands, and responsibil- 
ities placed on them as they filled the social 
roles of worker, citizen, and student in the 
hospital community. 

Although the situation that we have stud- 
ied was devoid of those gross failings char- 
acteristic of state hospitals, our experience 
suggests that mere avoidance of such gross 
evils is insufficient. If the institution is in 
fact to be a therapeutic community, it must 
provide social roles that impose significant 
but not excessive social demand and expec- 
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tation, and roles that provide educational 
opportunities. It must also provide the so- 
cial role of sick person which grants sanc- 
tuary. 


Space does not allow an extensive discus- 
sion of the relevance of the therapeutic com- 
munity to Erikson’s concept of the psycho- 
social stages of ego development. I will 
mention only that, during their hospital 
stay, patients tend to recapitulate the vari- 
ous developmental crises of the ego—espe- 
cially those of trust versus mistrust, auton- 
omy versus shame and doubt, initiative ver- 
sus guilt, and identity versus identity diffu- 
sion. When the great majority of patients 
are late adolescents or very young adults, as 
they are at Riggs, the successful resolution 
or recapitulation of the identity crisis is of 
special importance. Unless such a patient 
is provided with a variety of roles, such as 
worker, student, citizen, that prepare him 
to return to life outside, he is likely to crys- 
tallize a permanent identity that suits him 
only for a career that has little to recom- 
mend it: that of psychiatric patient. 


Experiments on Subliminal Perception 


Recent experiments on subliminal or in- 
cidental perception have brought rigorous 
laboratory methods to bear on a number of 
abstract psychoanalytic concepts that, until 
now, have been derived from and supported 
almost solely by clinical data. Klein (1959 a, 
1959 b), Klein and Holt (1960), Pine (1960), 
and others, have explored the implications 
of these experiments for such issues of 
psychoanalytic theory as the differences 
between primary- and secondary-process 
thought, the nature and function of the day 
residue in dream formation, the psychoana- 
lytic assumptions about the nature of con- 
sciousness, and the relation of instinctual 
drives to processes of perception. In this 
paper I will emphasize the particular rele- 
vance of these experiments for psychoana- 
lytic technique, an area as yet unexplored 
except for the preliminary and generally in- 
adequate speculations of Tauber and Green 
(1959). 

The results of experiments on subliminal 
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perception by Fisher and Paul (1959), Klein, 
et al. (1958), and others, can be summarized 
as follows: a visual stimulus, for example, a 
picture, or a word, is flashed on a screen 
for a fraction of a second, too briefly to be 
consciously perceived, Although the sub- 
ject has no conscious awareness of what was 
flashed on the screen, the subliminal stimu- 
lus may, nonetheless, later appear in or sig- 
nificantly influence his thoughts, spontane- 
ous imagery, and dreams. Usually the sub- 
liminally perceived stimulus does not appear 
directly in subsequent thought; it appears 
only in a somewhat altered or derivative 
form. For example, after the words SMOK- 
ING—GooD were presented subliminally, di- 
rect references to smoking did not appear in 
the spontaneous imagery of the subjects, but 
oral imagery (eating, drinking, sucking, 
etc.) was prominent, more so among smok- 
ers than nonsmokers. In another experi- 
ment, when the word ANGRY was sublimi- 
nally flashed on a screen and was then fol- 
lowed by an emotionally neutral picture of 
a human face shown long enough to be 
clearly perceived, the face tended to be seen 
as more unpleasant than when HAPPY was 
used as the subliminal] stimulus. 


We are assured by Klein (1959 b) that we 
are not in danger of being subliminally 
brainwashed into smoking a particular kind 
of cigarette or of changing our brand of 
beer as we watch the late late show on tele- 
vision, Subliminal or incidental stimuli have 
little effect on the reality-oriented, problem- 
solving, logical thinking with which we run 
the practical affairs of our lives. Sublimi- 
nal stimuli tend to influence our thoughts 
most when we give ourselves over to reverie, 
when we relax and allow our thoughts to 
wander, and when we dream; that is to say, 
subliminal] stimuli have a greater impact on 
our illogical or primary-process modes of 
thought than on our focused, logical 
thought. 


The greater influence of subliminal and in- 
cidental stimuli when we relax and allow our 
thoughts to wander freely is of considerable 
importance for psychoanalytic technique. 
Psychoanalytic training has long stressed 
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the importance of the therapist’s assuming 
an attitude of relaxed free-floating attention 
rather than an attitude of deliberate and ef- 
fortful attentiveness. Other than Freud 
(1912), only Reik (1948) has seriously con- 
sidered the importance of this attitude of 
free-floating attention and its relation to the 
analyst’s ability to receive and recognize 
subliminal or incidental] stimuli from his pa- 
tient. Reik, like Freud, based his study on 
clinical evidence only. 
Fifty years ago Freud described the atti- 
tude that the analyst should assume as he 
listens to his patient. His recommendations 
are as sound today as they were in 1912: 
“The technique is a very simple one. It 
. Simply consists in making no effort to 
concentrate the attention on anything in 
particular, and in maintaining in regard to 
all that one hears the same measure of calm, 
quiet attentiveness—of ‘evenly-hovering at- 
tention,’ as I once before described it. In 
this way a... danger inseparable from de- 
liberate attentiveness |is] avoided. For as 
soon as attention is deliberately concen- 
trated in a certain degree, one begins to se- 
lect from the material before one; ... and 
in this selection one’s expectations or one’s 
inclinations will be followed. This is just 
what must not be done, however; if one’s ex- 
pectations are followed in this selection 
there is the danger of never finding anything 
but what is already known, and if one fol- 
lows one’s inclinations anything which is 
to be perceived will most certainly be falsi- 
fied’”’ (p. 324). 
“What one achieves in this way will be 
sufficient for all requirements during the 
treatment. Those elements of the material 
which have a connection with one another 
will be at the conscious disposal of the phy- 
sician; the rest, as yet unconnected, chaotic 
and indistinguishable, seems at first to dis- 
appear, but rises readily into recollection as 
soon as the patient brings something further 
to which it is related, [but] ... a conscious 
effort to retain a recollection of the point 
would probably have resulted in nothing” 
(p. 325). 
“All these rules . 
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the physician a complement to the ‘funda- 
mental rule of psychoanalysis’ for the pa- 
tient. Just as the patient must relate all 
that self-observation can detect, and must 
restrain al] the logical and affective objec- 
tions which would urge him to select, so the 
physician must put himself in a position to 
use all that is told him for the purposes of 
interpretation and recognition of what is 
hidden in the unconscious, without substitut- 
ing a censorship of his own for the selection 
which the patient foregoes. Expressed in a 
formula, he must bend his own unconscious 
like a receptive organ toward the emerging 
unconscious of the patient, be as the receiver 
of the telephone to the disc. As the receiver 
transmutes the electric vibrations induced 
by the sound-waves back again into sound- 
waves, so is the physician’s unconscious 
mind able to reconstruct the patient’s un- 
conscious, which has directed his associa- 
tions, from the communications derived 
from it” (p. 328). 


The support for Freud’s proposals that can 
be derived from experiments on subliminal 
perception is obvious, and the more impor- 
tant if one keeps in mind a notable charac- 
teristic of the psychiatric patient: his ten- 
dency to reveal the central issues of his 
neurosis to his therapist only gradually and 
in disguised form. For long periods he gives 
only small hints and veiled indications of 
his pathogenic unconscious impulses—a 
fleeting gesture, a brief change of facial ex- 
pression, a tone of voice, a dream. These 
clues are usually incidental or peripheral to 
the main topic of his conversation. If the 
therapist strained to understand the overt 
utterances of the patient he would probably 
miss completely these crucial, although cov- 
ert, incidental, even subliminal, communica- 
tions. Accrued psychiatric knowledge and 
these recent experiments on subliminal per- 
ception indicate that the therapist is in error 
if he deliberately and effortfully concen- 
trates on what the patient is saying. If he 
does so, he will be less receptive to those im- 
portant peripheral or subliminal cues from 
his patient, and furthermore, those inciden- 
tal cues that he has unconsciously perceived 
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will be less likely to float up into his con- 
scious awareness. 

Here is a Clinical example of the way in 
which incidental stimuli from a patient may 
be registered outside of awareness and then 
come into the awareness of the therapist as 
spontaneous imagery: 

On a rather warm day a patient was ram- 
bling on about matters that seemed of little 
importance. As he droned on, I felt rather 
drowsy and my thoughts began to wander. 
Suddenly I began to have the vivid and ra- 
ther surprising fantasy that the patient had 
leaped from the couch and was attacking 
me. I brushed the fantasy aside with the 
thought that I really must attend to the pa- 
tient’s problems and leave my own to be pon- 
dered later. But soon the same fantasy re- 
turned more vividly and compellingly. De- 
ciding that it might tell me something about 
my patient’s worries as well as my own, I 
gave the imagery free rein. In the day- 
dream I struggled with the patient, but I 
was soon overpowered. His hands closed 
about my neck. I gave a last choking gasp. 
I knew I was a goner. Just at that moment 
my attention was suddenly and forcefully 
drawn back to my patient’s actual behavior. 
He had become extremely quiet. Gripped 
by the fantasy, I also had become very quiet. 
The room was in fact as still as death. At 
that point the patient burst into tears, ab- 
ruptly sat up, and turned to look at me with 
horror and fear in his face. ‘My God!” he 
said, “I had the most frightening thought— 
I thought that you had just died. I listened 
to try to hear you breathe but I couldn’t. I 
became convinced that you had died.” 


Needless to say, the patient’s sudden 
movement startled me considerably. What 
is important, however, is that very subtle 
cues from him, cues of which I was not 
aware, had registered and had then come 
into my consciousness in the form of a fan- 
tasy of a murderous attack. Among these 
cues, as I later realized, were a fleeting ex- 
pression of rage on his face as he entered 
the office and a few angry overtones in his 
manner of speech. Had I been effortfully 
trying to follow the exact meaning of his 
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obsessional meanderings, I doubt that these 
peripheral cues would have registered in my 
unconscious and have given rise to my sub- 
sequent fantasy. I doubt that the room 
would have become so still as to make him 
fear that I had died. As a result of the events 
of this hour, we were able to explore fruit- 
fully his very primitive, murderous impulses 
toward men, including myself. His compul- 
sive calmness and detached attitude were 
broken through. Genuine affects of anger, 
fear, and guilt came into his conscious 
awareness for the first time. 


Dream Deprivation 


In a series of experiments, Dement (1955, 
1957 a, 1957 b, 1958) found changes in the 
electroencephalogram and in eye movements 
that occur only when a sleeping person is 
dreaming. By awakening the person as soon 
as the brain waves and eye movements in- 
dicate a dream has started, dreaming can be 
almost completely prevented. Dement (1960) 
has recently reported an experiment in 
which eight normal subjects were prevented 
from dreaming for as many as seven con- 
secutive nights. Despite several awakenings 
each night, each subject slept the same num- 
ber of hours that had been established as 
characteristic for him. All subjects devel- 
oped significant psychological disturbances 
when prevented from dreaming. All devel- 
oped anxiety, irritability, and difficulty in 
concentrating. One subject suffered “seri- 
ous anxiety and agitation.” One quit the 
experiment in a state of near panic, and two 
others insisted on stopping short of the pre- 
scribed goal of at least five nights of dream 
deprivation. All subjects returned to nor- 
mal as soon as they were allowed to dream. 
In the several nights following dream depri- 
vation, all subject caught up on their dream- 
ing, dream time jumping from a mean of 82 
minutes per night to 127 minutes per night. 
This process of catching up continued for as 
long as four nights. Dement concludes, “‘it 
is possible that if dream suppression were 
carried on long enough a serious disruption 
of personality would result.” 

Psychoanalytic theory assumes that in- 
stinctual drives, sexual and aggressive, find 
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partial] discharge in fantasy during dream- 
ing. A common example of the discharge of 
instinctual drive, not a very satisfactory dis- 
charge to be sure, but better than none, is 
the sexual dream with orgasm. Psychoana- 
lytic theory also assumes that our psychic 
well-being is threatened and anxiety results 
if unacceptable instinctual impulses become 
too intense. If dreaming is a kind of safety 
valve for the expression of disturbing in- 
stinctual impulses, then psychological dis- 
turbances should result if this outlet is 
denied to the sleeper. This is exactly 
what Dement’s ingenious experiment shows, 
though of course it only supports and by no 
means proves those aspects of psychoana- 
lytic theory to which I have referred. 


Summary 


I have tried to give a view of current re- 
search on psychoanalytic therapy or re- 
search that is relevant to psychoanalytic 
theory or therapy. The need for more well- 
designed studies to explore, refine, and alter 
psychoanalytic theory and methods of treat- 
ment is clear. Better understanding of the 
human psyche and better means of produc- 
ing therapeutically desirable changes in it 
are hard to come by. In the face of this for- 
midable task it may be heartening to remind 
ourselves that our colleagues in other 
branches of medicine, whom we sometimes 
assume have more reliable methods of treat- 
ment and diagnosis, may not be so far ahead 
of us as we tend, in moments of uncertainty, 
to suppose. Kline (1961) helps us to keep 
good spirits about our predicament by re- 
ferring to an experiment done some years 
ago. This experiment was an attempt to de- 
termine the validity and reliability of the 
judgment of physicians about the relatively 
simple question whether a child should have 
a tonsilectomy. One thousand school chil- 
dren were surveyed. Of these 61% had al- 
ready had their tonsils removed. The re- 
maining 390 were examined by a group of 
physicians and 174 were considered in need 
of tonsilectomy. The remaining 215, who 
were considered healthy, were then re-ex- 
amined by a second panel of physicians, and 
tonsilectomy was recommended for 99. When 
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the remaining 116 children with supposedly 
normal tonsils were examined by a third 
panel, another 51 were found to need ton- 
silectomy. After three examinations only 
65 children remained who had not yet been 
diagnosed as needing tonsilectomy. The ex- 
periment was stopped at that point because 
the supply of examining physicians ran out. 
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Psychosomatic Aspects of Hyperadrenocorticism 


Treated with Chlorpromazine 


NOBLE A. ENDICOTT, M.D., and ALEXANDER GRALNICK, M.D. 


The term “hyperadrenocorticism” refers 
to increased adrenal cortical hormone pro- 
duction which is associated with a variety 
of clinical conditions, including adrenal cor- 
tical tumors, basophilic adenomas of the pi- 
tuitary, “primary” adrenal cortical hyper- 
plasia, and physical or emotional stress. 


Although there have been many studies 
of effects of psychologic stress on adrenal 
cortical functioning, only one study' was 
found which reported the urinary adrenal 
steroid excretory levels of a group of anx- 
ious subjects. This is surprising since the 
24-hour urinary determination is generally 
felt to be the most accurate method of meas- 
uring adrenal steroid production. 


While a fairly extensive literature exists 
concerning the effects of chlorpromazine on 
adrenal cortical function, an intensive re- 
view of this literature failed to reveal a sin- 
gle report of a case of hyperadrenocorticism 
in which chlorpromazine had been adminis- 
tered. The following presentation summar- 
izes the psychiatric and laboratory findings 
and their interrelationships, in a case of hy- 
peradrenocorticism with marked anxiety 
treated with chlorpromazine. 


Case Report 


The patient, a 42-year-old mother of four children, 
entered the hospitai in June 1956, complaining of 
progressively deepening feelings of depression and 
mounting anxiety. She spoke of suicide and indi- 
cated that she had a serious problem with alcohol. 
This was her first admission to a mental hospital. 
Because of her increasing anxiety and ‘‘tension,” 
which she prophetically attributed to a “glandular 
imbalance,” the patient had consulted several phy- 
sicians during the months immediately preceding 
her hospitalization. One of these physicians noted 
that the patient consumed inordinate amounts of 
water, and on the basis of this polydypsia, and con- 
comitant polyuria, urinary adrenal steroid levels 
were determined and found to be elevated. 

A general physical examination at the time of ad- 


This study was done while the senior author was 
a psychiatric resident at High Point Hospital, Port 
Chester, New York. 


mission was not remarkable, revealing none of the 
usual signs of Cushing’s syndrome. Blood pressure 
was 130/90 and a routine urine analysis and CBC 
were within normal limits. The fasting blood sugar 
was 75 mg.%, and the protein bound iodine and [?*1 
uptake within normal limits, as were the serum 
sodium, chloride, potassium, and calcium, and co, 
combining power. The total circulating eosinophile 
count was 55/cu. mm. 

The patient was born in 1914, the youngest of 
six children, two boys and four girls. Her father 
was a taciturn, austere, emotionally detached col- 
lege professor who devoted his life to intellectual 
pursuits, and spent little time with his family. The 
mother was a charming and gregarious but “high- 
strung”’ woman who suffered a ‘‘nervous breakdown” 
some months after the patient’s birth. A college 
graduate at a time when few women had achieved 
this status, the mother was intensely interested in 
intellectual matters and imbued her daughter with 
a desire to excell intellectually. The mother’s re- 
lationship with the patient was friendly but some- 
what superficial. 

The oldest sister, 11 years her senior, was a bril- 
liant student and a strong-willed, aggressive girl 
who dominated her more dependent younger sister. 
After graduation from college this sister attained 
considerable recognition in her profession. Thus the 
patient grew up in the shadow of her oldest sister, 
and although the patient was also an excellent stu- 
dent, she never received the acclaim accorded her 
sibling. The patient’s only brother, who was seven 
years her senior, left home to attend school while 
the patient was a young child, and there has been 
little contact between them. He is a university pro- 
fessor. The patient’s closest relationship was witn 
a warm and affectionate sister, three years her 
senior. This sister was divorced several years ago, 
and works as a school teacher. Two of the pa- 
tient’s siblings died prior to her birth. 

During the patient’s childhood and adolescence, 
the family moved about a good deal so that she 
rarely spent more than two years in the same 
school. Nevertheless, she did well scholastically, 
and graduated near the top of ‘both her high school 
and university classes. 

Following graduation, the patient worked in an 
administrative position until her marriage at age 
24. The patient’s husband was a brilliant, gregari- 
ous extrovert, the only son of an immigrant Jewish 
family. At the time of the marriage he held an 
academic position. The patient was Protestant and 
she and her husband differed greatly in character 
structure, values, and family and religious back- 
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ground. The early years of their marriage were 
relatively satisfying to both but the passage of time 
brought increasing amount of conflict. 


In 1939 the couple’s first son was born. The fol- 
lowing year they had a daughter, and in the sub- 
sequent six years they had a second son and daugh- 
ter. When the children were infants she devoted 
herself untiringly to their care, and was happier 
and less tense at these times. As the children grew 
older she felt less able to empathize and communi- 
cate with them and consequently found her role 
as a mother less satisfying. Because of her in- 
creasing interpersonal difficulties, the patient be- 
gan psychoanalytic treatment in 1942 and contin- 
ued until the family moved to another city three 
years later. 


The patient was dependent upon her mother for 
emotional support during the increasingly frequent 
periods of marital conflict, and following her moth- 
er’s death in 1948, the patient’s psychiatric symp- 
toms gradually became more marked. She had more 
frequent and prolonged periods of depression and 
she became more irritable and anxious. She also 
began to rely more heavily on alcohol. 

The patient’s relationship with her husband be- 
came increasingly strained, and in 1952 they sep- 
arated. Following the separation, the patient be- 
came markedly depressed and began drinking heav- 
ily. The couple had a reconciliation two years later, 
“for the sake of the children,” but the relationship 
was no more peaceful than before, and the couple 
were once again on the verge of separation just 
prior to the patient’s hospitalization. When the pa- 
tient told her husband that her condition had been 
diagnosed as “adrenal cortical hyperplasia,’ and 
attributed all her mental symptoms to this condi- 
tion, talk of separation ceased. 

For many years the patient had exhibited ambiva- 
lent feelings toward her body. On the one hand 
she was very fearful of physical injury or disease 
and hypochondriacally preoccupied with bodily func- 
tioning, and on the other she longed for a physical 
illness as “a way out.” Her concern with her body 
was fostered by her family who had regarded her 
as a “cute china doll’’ during her childhood, and 
had paid more attention to her dress and personal 
appearance than they had with the older children. 

Another factor contributing to the patient’s so- 
matic preoccupation is found in her medical history. 
During infancy she suffered from rickets, and as a 
consequence received much attention from her 
mother. The patient had the usual childhood dis- 
eases and at 16 had a tonsillectomy. She had an 
appendectomy in 1938, a severe case of pneumonia 
later that year, a subtotal thyroidectomy for colloid 
goiter in 1945, a venous stripping for varicosities of 
the lower extremities in 1946, menorrhagia for sev- 
eral years, and episodes of tachycardia beginning in 
1955. In addition, the patient’s infantile rickets re- 
sulted in pelvic dystocia which necessitated caesa- 
rean deliveries of all of the patient’s children. Dur- 
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ing the months preceding her hospitalization, the 
patient’s many somatic complaints multiplied. 

Shortly after admission to the hospital in June, 
1956, the patient was started on chlorpromazine 
50 mg. q.i.d., gradually increased to 150 mg. q.i.d. 
by July 12, 1956. She remained on this dosage of 
chlorpromazine until October 1, 1956. 


The patient’s hospital course was greatly influ- 
enced by the vicissitudes of her relationship with 
her husband. At the time of her admission the pa- 
tient was unsure of her husband’s feelings toward 
her. After the patient’s condition had been diag- 
nosed ‘adrenal cortical hyperplasia” the husband 
dropped his plans for separation, and became more 
thoughtful and sympathetic toward the patient. He 
gave every indication that he planned to continue 
their marriage following her discharge from the 
hospital. The patient suspected however, that her 
husband did not basically love her, and attributed 
his recent change of heart to a sense of duty. She 
also feared that he would be unable, or unwilling, 
to continue his present exemplary behavior over 
any prolonged period. She felt trapped, in that she 
would not consider a separation from her husband, 
nor could she contemplate returning to the type of 
marital relationship that had existed during the 
past few years. 


Following her hospitalization, the patient gradu- 
ally became less depressed and somewhat less anx- 
ious. Although she continued to suffer from anx- 
iety, ‘tension,’ and periods of depression, these 
symptoms were less severe than those she experi- 
enced prior to hospitalization. 


The initial hospital visits with the husband were 
relatively harmonious, but as the patient’s hospi- 
talization progressed, the couple frequently quar- 
relled, and it became increasingly apparent that the 
patient would not be able to adjust to the marriage. 
The patient herself had many doubts concerning 
her marriage, and often asked her therapist if he 
felt the marriage could survive. By the patient’s 
third month of hospitalization it was relatively evi- 
dent that the marriage would be no more satis- 
factory in the future than it had been in the past, 
and at this time the therapist conveyed this impres- 
sion to the patient. Her immediate response was, 
“I guess I wanted you to tell me that, didn’t I?” 
During the next few weeks the patient continued 
to visit with her husband, but gradually decided to 
separate from him. She became progressively more 
depressed following this decision, and because of 
the suicidal risk, a series of electric shock treat- 
ments was recommended. The patient’s chlorprom- 
azine was gradually discontinued between October 1 
and October 5, 1956. Between October 6 and Oc- 
tober 18, 1956, the patient received six EST’s, which 
greatly relieved her depression. For the first time 
during her hospitalization the patient was able to 
make future plans for herself which did not include 
the husband, and she began to look for an apart- 
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ment in preparation for her discharge from the hos- 
pital. 

During the remaining weeks of her hospitaliza- 
tion, the patient again became depressed and coni- 
plained of “‘tension,’”’ but these symptoms were much 
less marked than they had been prior to EST. The 
patient had entered the hospital on a voluntary 
basis and several weeks after the completion of her 
EST she left the hospital against the advice of the 
medical staff. 

Post-Hospital Course 

Within a few weeks after leaving the hospital the 
patient became seriously depressed, and on Febru- 
ary 3, 1957 attempted suicide which led to her com- 
mitment to another hospital. 

During the preceding three months determina- 
tions had been performed in three different labora- 
tories on four separate 24-hour urine specimens, the 
total volumes averaging 6700 ml., with a range of 
5200 to 8800 ml. These spec:mens showed a mean 
17-ketosteroid excretion of 15.5 mg., with a range 
of 10.3 mg. to 17.6 mg. (normal 6-15 mg.), and a 
mean 17-hydroxycorticosteroid (17-OHCS) excre- 
tion of 27.3 mg., with a range of 13.7 mg. to 48.4 
mg. (normal 3-10 mg.). In April 1956, one 24-hour 
urinary 11-oxysteroid determination was 28.6 mg. 
(normal 1.0 to 2.5 mg.). 

Following 25 units of ACTH intravenously the 24- 
hour urinary 17-ketosteroid excretion was 41.0 mg. 
(normals averaged 15.4 mg.2), and the 24-hour 17- 
OHCS excretion was 52.5 mg. (normals averaged 
21.0 mg.*5). These levels are similar to excretory 
patterns seen in adrenal cortical hyperplasia. 

On June 26. 1956, the patient was placed on chlor- 
promazine, 50 mg. q.i.d., and this was gradually in- 
creased to 150 mg. q.i.d. by July 12, 1956. 

Between August 12 and October 2, 1956, determi- 
nations on six 24-hour urine specimens, the total 
volumes ranging from 1775 mg. to 3850 ml. (mean, 
2760 ml.), showed a mean urinary 17-ketosteroid 
excretion of 10.2 mg. (range, 8.1 mg. to 12.7 mg.) 
and a mean 17-OHCS excretion of 10.2 mg. (range 
7.9 mg. to 12.6 mg.). 

The difference between the mean of the 17-ke- 
tosteroid excretion values before chlorpromazine 
was administered (15.5 mg.), and that after chlor- 
promazine was instituted (10.2) is significant at the 
0.01 level using the t-test. The difference between 
the means of the urinary volumes, and the means 
of the 17-OHCS excretions values before and after 
chlorpromazine are significant at better than the 
0.005 level. 

On October 27-29, 1956, following completion of 
the series of EST two 24-hour urine specimens (vol- 
umes, 2850 ml. and 2000 ml.) revealed 17-ketosteroid 
excretion levels of 10.4 and 11.7 mg., and 17-OHCS 
levels of 14.2 and 14.5 mg. On December 15-16, 
1956, the patient’s 24-hour urinary 17-ketosteroid 
excretion of 14.8 mg. Creatinine determinations 
done on all the above 24-hour urine specimens indi- 
cate that complete collections were obtained. 
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On February 20, 1957, following the patient’s ad- 
mission to another mental hospital, the 24-hour uri- 
nary 17-ketosteroid excretion was 14.4 mg. 

Table I presents a summary of this data. 


TABLE I 
Steroid Values and Urinary Volumes 
sack see 
Prior to chlorpromazine ad- 
ministration, April-May 1956 15.5 27.3 6700 
(Av. of 4 separate determi- 
nations ) 
During chlorpromazine admin- 
istration, August-October 2 10.2 10.2 2760 
(Av. of 6 separate determi- 
nations ) 
3 weeks after the termination 
of chlorpromazine, Oct. 27-29 11.1 14.38 24385 
(Av. of 2 separate determi- 
nations ) 
2-414 months after termina- 
tion of chlorpromazine, De- 
cember 15, ’56, and February 
20, 1957 14.6 not 3710 
(Av. of 2 separate determi- deter- 
nations ) mined 


Review of the Literature and Theoretical 
Considerations 

The experimental literature concerning the 
effects of chlorpromazine on adrenal cortical 
function presents a confusing picture. A 
comparison of the results of different inves- 
tigators is difficult because no two studies 
are identical in terms of dosage of the drug, 
mode of administration, type of experimental 
animals, and the period elapsing between the 
administration of the chlorpromazine and 
the measurement of its effect. Using adrenal 
cortical ascorbic acid depletion as a measure 
of secretory activity, several investigators‘ * 
found that in rats chlorpromazine inhibited 
the usual cortical response to various physi- 
cal stresses, such as surgery or large doses 
of epinephrine. However, other authors®'’ 
found that chlorpromazine not only failed 
to inhibit adrenal cortical ascorbic acid de- 
pletion of stress, but following injection ac- 
tually produced adrenal ascorbic acid deple- 
tion when compared with saline. Both of the 
latter investigators used chlorpromazine dos- 
ages in the range of 1 mg./100 gm. of body 
weight or below, and Sevy*® reports that in 
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his investigations dosages in this range 
failed to protect against adrenal ascorbic 
acid depletion following stress, whereas 
higher dosages did. Confirming the finding 
that chlorpromazine can act as stimulant to 
the hypothalamic-pituitary-adrenal cortical 
system, Egdahl, et al.'' found that the com- 
pound given intravenously increased the 
adrenal venous 17-OHCS in unanesthetized 
dogs. Harwood, et al.,'° demonstrated that 
chlorpromazine in low doses given intrave- 
nously to monkeys produced an increase in 
blood 17-OHCS, whereas high doses did not 
produce this result. It is believed that chlor- 
promazine acts through the hypothalamic- 
pituitary system rather than on the adrenal 
cortex directly since large doses of chlor- 
promazine produce no inhibition of the adre- 
nal cortical response to exogenous ACTH,'** 
and the increased production of adrenal 
steroids produced by intravenous chlorprom- 
azine was abolished by hypophysectomy." 
The finding that chlorpromazine in high 
doses stimulates electrical activity in the 
reticular formation, and depresses this activ- 
ity in low doses'* may be related to the above 
findings. 

There have been relatively few studies of 
the effect of chlorpromazine on human adre- 
nal steroid metabolism. Christy, et al." 
found chlorpromazine administration (100- 
400 mg.) two hours prior to insulin coma 
therapy prevented the usual increase in 
plasma 17-OHCS. However, other authors'’ 
found no indication that chlorpromazine 
(50-175 mg.) inhibited adrenal cortical re- 
sponse to surgical stress in humans. The 
discrepancy in these results can probably be 
accounted for in the lower dosage used by 
the latter investigators. Following daily 
chlorpromazine administration to three fe- 
male patients, 24-hour urinary 17-ketoste- 
roid excretion was found to fall from normal 
values to values near zero within 18 days, 
and then gradually return to normal despite 
continuation of the chlorpromazine, whereas 
only insignificant decreases in the 24-hour 
urinary 17-OHCS levels were obtained.*® 

While it has been demonstrated that re- 
serpine prevents the increase in plasma 17- 
OHCS which ordinarily followed the presen- 


tation of a “fear” provoking conditioned 
stimulus to monkeys,"’ no studies were found 
which dealt with the effects of chlorproma- 


-zine on the usual increase in plasma adrenal 


steroids following psychological stress. 

That psychological stresses of various 
types can activate increased production of 
adrenal steroids has been demonstrated re- 
peatedly.'**? Anxious patients have been 
found to have higher urinary and plasma 
levels of adrenal steroids than normals;'* 24- 
hour urinary 17-OHCS determinations of 16 
anxious patients revealed a mean value of 
8.04 mg., with a standard deviation of 5.20 
mg., aS compared with a mean of 4.77 g. 
(S.D. of 2.38) for 16 “normal” controls.' 
Further studies**:** demonstrated that these 
elevated plasma and urinary hydrocorticoid 
levels were due to an increased rate of pro- 
duction of hydrocortisone, and were ‘not ac- 
counted for by a diminished rate of disposal 
of the hormone. The rate of disappearance 
of hydrocortisone from the plasma of anx- 
ious subjects was actually significantly 
faster than in normal subjects.** 

There has been a great deal of speculation 
concerning the relationship between adreno- 
cortical functioning and mental processes, 
and the problem has been approached from 
many points of view. Addison*® in his de- 
scription of the syndrome occurring in pa- 
tients with deficient adrenal steroid produc- 
tion, mentioned the psychological symptoms 
which are usually associated with this dis- 
order, and most clinical descriptions of the 
illness written since his time have noted the 
greatly variable nervous and mental aspects 
of the disease. Wallerstein, et al.*° in an ex- 
tensive presentation of the psychosomatic 
aspects of Addison’s disease report on a se- 
ries of 25 patients suffering from both Addi- 
son’s disease and psychosis, and discuss va- 
rious theories pertaining to hypofunction of 
the adrenal cortex and mental illness. 

Psychiatric symptoms are also frequently 
reported associated with hyperfunction of 
the adrenal cortex. Plotz, et al.,?’ in a re- 
view covering 222 cases of Cushing’s syn- 
drome report that 49% of these patients had 
mental symptoms such as anxiety, tension, 
emotional lability, irritability, insomnia, de- 
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pression, hallucinations and delusions; and 
that 24% of a smaller group (33 patients) 
seen at Presbyterian Hospital in New York 
City developed psychoses or neuroses severe 
enough to require hospitalization. The ad- 
ministration of cortisone or ACTH to pa- 
tients suffering from a variety of nonpsy- 
chiatric conditions has been associated with 
the appearance of similar symptoms, and 
occasionally psychoses have developed.** *° 
Affective psychoses, conditions resembling 
toxic psychoses, and schizophrenic-like re- 
sponses have been reported. 

An experimental approach to the relation- 
ship between schizophrenia and adrenal cor- 
tical functioning was made by Pincus, Hoag- 
land, and their associates, who found that 
schizophrenic patients had a defective ad- 
renal cortical response to either ACTH, 
or a number of standard experimental 
stresses.*'** These studies led some investi- 
gators to believe that the adrenal cortex 
might play an important part in the etiology 
of schizophrenia, and it was hypothesized 
that adrenalectomy might produce beneficial 
results in schizophrenic patients. However, 
a recent six-year follow-up study of eight 
schizophrenic patients on whom bilateral 
adrenalectomies had been performed did not 
support this hypothesis.** 

From the data summarized above it would 
appear that similar symptoms may occur fol- 
lowing either a deficiency or an excess of 
adrenal steroids, and it is one of the puz- 
zling aspects of adrenal metabolism that the 
same steroid may have seemingly opposite 
effects, for example, on one occasion stim- 
ulating water retention, and on another pro- 
moting diuresis.*° 


Discussion 


In testing a therapeutic method one can- 
not draw definite conclusions on the basis of 
a single case; however, one can form clinical 
impressions from the intensive study of a 
single patient, especially when the data is 
consistent with experimental evidence as it 
is in the present case. The patient’s excre- 


tion of adrenal steroids decreased following 
admission to the hospital. Evaluation of the 
various aspects of her treatment situation is 
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necessary in order to establish a clinical im- 
pression concerning the factors involved in 
the observed reduction, Possibly some un- 
known factor led to the reduction. How- 
ever, before accepting such a hypothesis the 
more apparent elements involved should be 
examined. 

One commonly observes a reduction in 
anxiety and of other psychiatric symptoms 
following hospitalization, even if no spe- 
cific treatment is given. The present case 
showed a moderate symptomatic improve- 
ment shortly after admission in June but 
during September she was extremely de- 
pressed and “tense” despite continued hos- 
pitalization. One would assume that if the 
decrease in steroids resulted from a reduc- 
tion in depression and anxiety as a conse- 
quence of hospitalization, the steroids would 
have risen when the patient again became 
disturbed, but the steroid values for Sep- 
tember did not differ from those obtained in 
August. The failure of the patient’s in- 
creased depression and anxiety to produce a 
concomitant increase in adrenal steroids may 
be due to chlorpromazine’s action as a “hy- 
pothalamic blocking agent,” the drug thus 
reducing the cerebral cortex’s influence on 
the hypothalamic-pituitary system. 

Harris*’ notes that phenobarbital tends to 
lower 17-OHCS levels, and the patient re- 
ceived phenobarbital, one grain three times 
daily, from September 2 to her discharge. 
However, this medication could not account 
for the fall in the patient’s steroids during 
August, nor did it prevent the increase in 
the patient’s 17-OHCS in October, and hence 
it does not appear likely that the observed 
variations in her corticoids were due to phe- 
nobarbital. 

It is difficult to evaluate the effects of psy- 
chotherapy on the patient’s adrenal steroids, 
but presumably any effect would be brought 
about through a reduction in the patient’s 
depression and anxiety, or through some 
change in the patient’s defenses or person- 
ality structure. That the reduction in the 
patient’s psychiatric symptoms was not con- 
stant during the period when her adrenal 
steroids were consistently reduced (August- 
September) was discussed above. Psycho- 
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therapy was primarily supportive and 
brought about no apparent change in the pa- 
tient’s personality structure or defenses, 
other than strengthening the latter. 

The increase in the patient’s steroids fol- 
lowing the discontinuation of chlorproma- 
zine is not marked, but it is in the expected 
direction if we assume chlorpromazine was 
responsible for the decrease in her steroids. 
However, the EST the patient received also 
has to be considered. Bliss, et al.,’* dem- 
onstrated that while EST elevated the 
plasma 17-OHCS, these steroid levels re- 
turned to normal within four hours after the 
treatment was given, Since the patient re- 
ceived her last EST on October 18, and the 
urine specimens were collected on October 
27, 1956, through February 20, 1957, it 
seems unlikely that the EST was a contrib- 
uting factor in the elevation of her 17-OHCS. 

From the evidence given above, chlor- 
promazine would appear to be the agent pri- 
marily responsible for the observed reduc- 
tion in the patient’s steroid levels. The va- 
lidity of this assumption is strengthened by 
the fact that it is in accord with the experi- 
mental evidence cited. 

The patient’s polydipsia and polyuria pre- 
sent interesting psychosomatic problems. 
Over 30 per cent of patients with Cushing’s 
syndrome develop polyuria and polydipsia.”’ 
These symptoms have been attributed to the 
tendency of some adrenal corticoids to op- 
pose the action of the posterior pituitary 
antidiuretic hormone and to changes exerted 
on sodium and potassium metabolism.*’ The 
patient’s polydipsia could therefore be at- 
tributed to her elevated adrenocorticoids. 
However, another hypothesis is possible. The 
patient had drunk alcohol for many years 
and was an orally dependent person, On 
card VII of the Rorschach she saw “donuts,” 
“fried shrimp,” and “two gingerbread men 
dancing.” On card VIII she saw “breasts,” 
and in another area, “ice cream cones.”’ She 
reported to her therapist that most of her 
pleasant early memories were associated 
with water. During her hospitalization she 
also noticed a tendency to drink more water 
when she was “tense and nervous.” The pa- 
tient’s polyuria could therefore be attributed 
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to an excessive fluid intake resulting from 
repressed oral needs. With the data avail- 
able it is impossible to adequately evaluate 
this possibility. However, the patient’s fluid 
intake did not increase during the period 
she was receiving chlorpromazine, despite 
the fact that her anxiety increased consid- 
erably during September. This lends sup- 
port to the hypothesis that the patient’s ele- 
vated steroids played the more important 
role in her polydipsia, 

Our case raises several questions about 
the nature of Cushing’s syndrome. Prior to 
the administration of chlorpromazine, the 
patient’s adrenocortical steroid levels were 
higher than those found in many cases of 
Cushing’s syndrome. Plotz, et al.,** report™ 
that in 25 patients with Cushing’s syndrome, 
the 24-hour urinary 17-ketosteroids aver- 
aged 12.2 mg. (range 0-26.6 mg.) and in six 
patients the 24-hour urinary 11-oxysteroids 
(formaldehydogenic method) averaged 3.87 
mg., with a range of 0.86 mg. to 6.3 mg. 
(normal 0.5-1.5 mg.) Apparently some in- 
dividuals with steroid levels close to “nor- 
mal” develop Cushing’s syndrome, and oth- 
ers, such as our patient, do not develop the 
syndrome although their steroid values are 
far in excess of “normal,” and exceed the 
average values found in patients with Cush- 
ing’s disease. This problem is exemplified 
by a recently reported case of severe depres- 
sion who had none of the usual signs and 
symptoms of Cushing’s syndrome other than 
depression and osteoporosis, but who had 24- 
hour urinary 11-oxysteroid levels of 11 mg., 
16.2 mg. and 18.4 mg. Following a subtotal 
adrenalectomy the patient’s depression was 
relieved, and his 11-oxysteroid level returned 
to normal.*® It is apparent that the develop- 
ment of the classic symptoms of Cushing’s 
syndrome depends not only upon the adrenal 
steroid level but also upon some unknown 
metabolic factor or factors. 

The present case also raises the question 
whether emotional factors can lead to the 
production of Cushing’s syndrome. Plotz, et 
al.,°* reports that 17 of 97 patients with 
Cushing’s syndrome showed no demonstrable 
pathology on autopsy other than Crooke’s 
changes in the pituitary and adrenal cortical 
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hyperplasia, and one case showed only adre- 
nal cortical hyperplasia. Laqueur*' found 
Crooke’s changes occurred in patients who 
had received ACTH or cortisone over ex- 
tended periods , and suggested that these 
changes were secondary to the prolonged 
elevation of corticosteroid levels. Thus over 
18% of a large series of patients with Cush- 
ing’s syndrome had no demonstrable pathol- 
ogy other than that associated with a pro- 
tracted elevation of the corticosteroids, In 
view of the known relationship between psy- 
chobiological stress and adrenocortical func- 
tioning it would seem possible that emo- 
tional factors are of etiological significance 
in certain cases of Cushing’s syndrome. Such 
cases would most probably present a clinical 
picture of adrenal cortical hyperplasia. In 
such cases a trial period of chlorpromazine 
administration and psychotherapy would ap- 
pear to be indicated before the more radical 
procedures of pituitary irradiation or adre- 
nalectomy are utilized. 


The question of etiology also arises when 
an attempt is made to evaluate the impor- 
tance of emotional stress in the production 
of the patient’s hyperadrenocorticism, and 
the effect this elevation of adrenal corticoids 
in turn had upon the patient’s emotional 
problems. Hypothetically, a circular rela- 
tionship could be involved whereby anxiety 
would stimulate an increase in the adrenal 
steroid level and this in turn would lead to 
an exacerbation of the patient’s emotional 
problems and anxiety. The degree to which 
such a relationship was active in the patient 
is difficult to establish, however, the pa- 
tient’s emotional state varied greatly during 
August and September while her corticoid 
level remained remarkably stable. Appar- 
ently this reciprocal relationship was not of 
primary importance in this patient when she 
was receiving chlorpromazine. 


Summary 


Extensive psychiatric and physiological 
data concerning a case of hyperadrenocorti- 
cism showing anxiety, depression, polydip- 
sia, and polyuria are presented, and the pa- 
tient’s treatment with chlorpromazine is de- 
scribed. 
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During the three months prior to hospital- 
ization the patient showed elevations of her 
24-hour urinary 17-ketosteroids (mean, 15.5 
mg.), 17-hydroxycorticosteroids (mean, 27.3 
mg.), and total 24-hour urinary volumes 
(mean, 6700 ml.). Following hospitalization 
and the administration of chlorpromazine 
the patient’s average 24-hour urinary 17- 
ketosteroid excretion was 10.2 mg., her 17- 
hydroxycorticosteroid excretion averaged 
10.2 mg., and her average daily urinary out- 
put was 2760 ml. These reductions are at- 
tributed to chlorpromazine, and this hypoth- 
esis is extensively discussed. 

The patient’s symptoms of polydipsia and 
polyuria are examined from the psychody- 
namic and physiological points of view. 

The possible relationships between adre- 
nocortical functioning, mental processes, and 
mental illness are explored and the litera- 
ture reviewed, It is hypothesized that psy- 
chological factors are of primary impor- 
tance in the etiology of certain cases of 
Cushing’s syndrome. 

A therapeutic trial of chlorpromazine is 
recommended in cases of adrenal cortical 
hyperplasia before more radical procedures 
are utilized. 


N. A. Endicott—Fort Walton Beach, Fla. 
A. Gralnick—High Point Hospital, Port Chester, 
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The Place of Insulin in Psychiatric Treatment 


EDWIN DUNLOP, M.D. 


In 1927 in Vienna, Sakel introduced into 
psychiatry the first biological type of treat- 
ment. In spite of the onslaught of the phar- 
maceuticals, electroshock, metrazol shock, 
and lobotomies, all of which have had their 
alternating episodes of acceptance and re- 
jection, insul’n therapy has had a constant 
following and, by present statistics, is actu- 
ally experiencing a resurgence in popularity 
as the treatment of choice in early mental 
illness, 


Although many large state hospitals have 
had to eliminate their deep coma units, this 
has not prevented other institutions, espe- 
cially private sanitaria and hospitals, from 
continuing to use insulin therapy in its va- 
ried forms. There is some confusion as to ex- 


From Fuller Memorial Sanitarium, So. Attleboro, 
Mass. 
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actly what is meant by insulin therapy and 
by way of brief explanation, it may be 
broken down into the three types: (1) In- 
sulin Stimulation, (2) Subcoma Insulin 
Therapy, (3) Coma Insulin Therapy. The 
last has fallen into disrepute because it is 
not economically feasible to continue this 
high type of therapy. Unfortunately, if we 
try to measure treatment against cost in 
dollars and cents, we are starting on a road 
which will eventually suggest that euhtana- 
sia be a cheaper way of taking care of our 
mental patients. 


Insulin Stimulation 


This therapy has been in use at the Fuller 
Memorial Sanitarium prior to the advent of 
electroshock therapy. We use this treat- 
ment in about 20 per cent of our 500 annual 
admissions. It has been used in cases of 
mild and marked depression, psychoneurosis, 
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character disorder, schizophrenia, alcohol 
and drug addiction. We have found that in- 
sulin stimulation is part of the physical ap- 
proach to treatment and fits in smoothly 
with current pharmaceutical and electro- 
shock therapy. It is not a panacea, or an 
exclusive treatment, but it is a vitalizing 
process and is on an acceptable biophysical 
basis. The nature and action of insulin is 
not entirely clear. It might, however, be 
said that hypoglycemia produced by insulin 
stimulates the body to re-establish homeo- 
stasis. Insulin is a biological substance and 
is acknowledged to produce improvement 
and recovery in the nerve cells. 


Technique of Treatment 


A patient is first tried on a sensitivity 
dose of the drug, and if there are no unto- 
ward reactions he is given the starting dose 
of ten to fifteen units which is thereafter 
regularly increased. Injections are given 
early in the morning, usually at 6 A.M. For 
simple insulin stimulation, a single dose 
method is employed. Pulse, respiration and 
blood pressure are taken during the first 15 
minutes and checked frequently thereafter. 
The patient is under constant observation of 
trained personnel. Insulin patients are 
treated in a special department. 

This type of therapy does not produce 
coma but a certain degree of relaxation is 
accomplished. The patient is usually in- 
formed as to the type of response expected, 
namely, sweating, drowsiness, palpitation, 
difficulty in focusing. Since the patient is 
alerted to these reactions, he is not alarmed 
when they appear; in fact, he may be disap- 
pointed if the warning does not materialize. 
On the average, this type of patient is 
treated for three to six weeks, sometimes 
longer in cases of severe emotional disturb- 
ance. Treatments are given five days of the 
week. We have, in some instances, contin- 
ued to treat patients on an out-patient basis 
if substantial benefits have been shown in 
the hospital. 


We do not feel that insulin coma therapy 
is an ideal office procedure, but some phy- 
sicians have successfully continued to treat 
patients in an office or on an out-patient ba- 
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sis following good progress under hospital 
conditions. The difficulty of controlling ca- 
loric intake and carbohydrate consumption 
in the out-patient poses a problem. 

We have noted over the years that our 
patients are willing to cooperate with this 
treatment since they find that it is less dras- 
tic than shock therapy, and that they will | 
experience a feeling of well being after the 
treatment and that they are invariably re- 
laxed by it. Our program calls for a shower 
and short relaxing massage after the treat- 
ment. The patients then have their break- 
fast generally with ravenous appetite. We 
have felt that the patient’s attitude toward 
food is a turning point in his illness, and 
once he begins to experience these changes 
at an oral level, other physiological changes 
occur concomitantly. Most treatments are 
complete before 10:30 a.m., giving an oppor- 
tunity for individual psychotherapy if nec- 
essary. Direct reassurance and supportive 
psychotherapy can often be given with im- 
pressive results during the early phases of 
treatment. 

Remarkable weight gain can be achieved 
with insulin stimulation treatment. Patients 
have added 10 to 15 pounds within a month 
and with this increase in weight, there is 
emotional improvement. If the treatment 
program demonstrates a need for electro- 
shock, this is usually given at the end of 
the treatment period. Many patients do not 
require intravenous anesthesia because of 
their semicomatose condition and we have 
found that electroshock in itself is an ex- 
cellent method of terminating insulin sub- 
coma. Ordinarily patients are terminated 
simply by glucose, rarely by gastric lavage, 
and very infrequently by intravenous glu- 
cose. Our termination has been very much 
facilitated by the use of Glucagon. This is a 
naturally occurring hormone produced by 
the Alpha cells of the pancreatic islets. It 
is capable of creating a rise in blood sugar 
level even in the presence of a high amount 
of insulin, It can be administered intrave- 
nously or intramuscularly with a large mar- 
gin of safety and also eliminates the need 
for carbohydrate which may be undesirable 
because of its high caloric content. 
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Insulin stimulation therapy is a treatment 
which is easily administered and can be well 
controlled. It has proven useful in combina- 
tion with electroshock therapy, energizers, 
and tranquilizers. We generally determine 
the patient’s need for insulin or electroshock 
therapy upon the findings in the autonomic 
nervous system reaction. A high adrenalin 
precipitable anxiety with changes in systolic 
pressure of major magnitude generally in- 
dicates an excellent prognosis for insulin 
stimulation and subcoma therapy. 


Subcoma Therapy 


Subcoma therapy implies a deepening of 
the comatose process as experienced in the 
stimulation phase, and a larger amount of 
insulin is generally used. We have adopted 
the multiple dosage which allows us to pro- 
duce coma more quickly, and unit for unit, 
less insulin need be given. We have found 
that administering in multiple doses, the to- 
tal amount is smaller than the single dose 
of older techniques. 


The multiple dose method for insulin coma 
was designed with two objectives in mind; 
to let the patient have full coma as early 
in the treatment as possible and to insure 
lucidity and physical well being in the after- 
noon so that he may benefit from the com- 
plete program of the psychiatric facility. As 
a general rule, most patients will develop 
satisfactory coma when given 45 to 60 units 
of insulin in divided doses, 15 or 20 units 
every 15 minutes. 


The patient is permitted to reach the “safe 
stage of coma” described by Laquer. This 
is attained when the patient does not re- 
spond to his name or to pain stimuli indi- 
cating complete unconsciousness. Symptom- 
atology consists of tonic twitches, facial con- 
tractions, extra pyramidal symptoms, and 
incoordination of the eye axis. We do not 


permit our patients to remain long even in 
this safe stage of coma, and treatment is ter- 
minated by gastric lavage, intravenous glu- 
cose, or electroshock where the program in- 
cludes this therapy. It has also been found 
that Glucagon, given intramuscularly, makes 
the termination of this phase much less com- 


DISEASES OF THE NERVOUS SYSTEM 


689 


plicated and much less risky than the older 
methods. On awakening with Glucagon, a 
patient can drink carbohydrate solution 
without help. 


Deep Coma Therapy 


We have resorted to this type of therapy 
only on a few occasions. Deep coma ther- 
apy requires skill in the treatment and com- 
petent help. It has great value in certain 
intractable psychiatric conditions. It is im- 
portant, however, to have trained personnel 
experienced in this type of therapy. At a 
recent institute at the Creedmoor State Hos- 
pital in New York, a demonstration by H. P. 
Laquer, M.D., and Harry A. LaBurt, M.D., 
with their very efficient and well-trained 
staff demonstrated to members of the sym- 
posium sponsored by the Sakel Foundation 
two groups of insulin patients in deep ther- 
apy. The fact that over 35 institutions, us- 
ing insulin therapy, were represented at this 
symposium indicates the wide-spread use of 
insulin therapy. The ever-increasing aware- 
ness that psychiatry is dealing with a bio- 
logic entity should direct the inquisitive 
mind and scientific nature to explore further 
a discipline which will cure mental sickness. 
Insulin therapy is not only an effective form 
of treatment, but also gives a lead to the de- 
velopment and testing of a hypothesis link- 
ing clinical improvement with physiological 
change. In addition, it has made a unique 
contribution as a model of a controlled ex- 
perimental situation involving acute stress 
in the human. 


The results of insulin therapy are some- 
what different from those claimed for the 
newer drugs. The drugs may facilitate the 
recovery of the patient to a social level and 
often permit him to live in the community. 
However if the dosage is altered or the drug 
stopped, the patient often regresses. Pri- 
marily, therefore, the drug is simply con- 
trolling the patient by chemical methods to 
help him make an adjustment outside of a 
hospital whereas he required hospitalization 
before such treatment, 


A different situation exists with the tech- 
nique of insulin therapy. After a certain pe- 


Le 
“3 
~ 
| 


690 


riod of satisfactory treatment, the therapy 
is completely stopped and, we might say, it 
has had a curative value. 

If the trend continues where many thou- 
sands of patients are kept on drug therapy 
alone associated with some psychotherapy, 
I wonder whether we are doing the right 
thing by our psychiatric population. I be- 
lieve that equal if not better results could 
be procured if insulin therapy were given at 
the beginning of the patient’s treatment. De- 
spite the claims of the newer drugs, it would 
appear that insulin treatment is the first 
choice in the early schizophrenic, and it has 
not been replaced by any other treatment. 
I believe effort should be made to combine 
these newer drugs with insulin therapy ra- 
ther than to substitute the drugs for insulin 
treatment. I do not think very much has 
been done in this respect as those firm ad- 
herents of insulin therapy, like fanatics in 
any other good cause, are apt to rely ‘ex- 
clusively on one method of treatment and 
not give the patient the full range of avail- 
able medication and treatments. 


Clinical Changes Produced 
By Treatment: 


In patients who are going to react well to 
insulin therapy, it is generally found that 
after the first few comas, wakening from 
coma leads to an hour or two of considerable 
improvement. Most prominent is the change 
in rapport and affective attitude. The amount 
of insight into the delusions and feelings of 
unreality acquired after a few comas is of- 
ten times very impressive. As the treatments 
continue, the beneficial changes last longer. 
This is most noticeable in the excited, agi- 
tated or panicky type patient who is often 
much improved in a short time. Generally, 
within two weeks of treatment there is suf- 
ficient progress to justify continuation and, 
in fact in that time, often a complete remis- 
sion of the psychoneurotic type of anxiety 
can be attained. 

As with electroshock, it does not appear 
that there is any magic in numbers. The 
number of comas is necessarily a matter of 
debate and clinical trial. Our experience, 


however, has pointed out that an average of 
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28 insulin treatments has produced the best 
results, Improvement, however, is not always 
obtained before the end of treatment and in 
many cases recovery is not fully complete 
until two to four weeks after the course of 
treatment has been completed. 


Electroshock Therapy with Insulin: 

Although electroshock therapy itself has 
proven disappointing in the treatment of 
schizophrenia, when combined with insulin, 
it is of great value, especially in the first ill- 
ness. There is a high percentage of patients 
who improve with ECT plus insulin but do 
not respond to insulin alone. With continued 
treatment the convulsive treatment may no 
longer be effective, but insulin alone may 
produce improvement. 

It has been observed that many patients 
who have failed to respond either to ECT or 
insulin separately cleared up satisfactorily 
when the two modalities have been com- 
bined. The combination often shortens treat- 
ment and should always be tried even though 
insulin or electroshock have failed before. 
We frequently continue to treat a patient on 
a “combination treatment” wherein a patient 
will receive ten electroshock treatments for 
every two insulin comas. The actual number 
is determined by clinical response. 

We have noticed that the post-shock ex- 
citement and often anxiety, which electro- 
convulsive therapy will produce is entirely 
eliminated when insulin therapy is used con- 
currently. 


Insulin Therapy with Drugs: 


We have often used insulin on patients 
who have shown an overwhelming response 
to adrenalin when tested with the ANSR. 
We combine a biological and pharmacologi- 
cal approach. Patients have received cur- 
rently with insulin therapy, phenothiazines, 
particularly in low dosage fluphenazine (Sev- 
inol-Schering). We have not found any 
contraindications to the dual usage of two 
agents both designed to allay anxiety. In 
fact, we find that their effectiveness has in- 
creased with concurrent use. We have found 
that patients who experience under insulin 
an abreaction accompanied by severe hyper- 
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kinetic conditions and restlessness with 
noisy excitement, can be controlled with flu- 
phenazine given parenterally. This produces 
a deeper and quieter stage of coma and often 
permits the patient to complete a series of 
insulin treatments which otherwise may 
have had to be discontinued for fear of phys- 
ical harm to the patient. 

Most of the current antidepressant agents 
do not have calming or tranquilizing quali- 
ties and very often incite a restless agitation 
in certain depressed patients. We have found 
that insulin readily controls these complica- 
tions and that there have been no contrain- 
dications to utilizing monoamine oxidase in- 
hibitors in conjunction with insulin therapy. 
Where antidepressant therapy by drug alone 
has been chosen, full dosage of the antide- 
pressant agent can be given safely with in- 
sulin therapy, particularly in the sub-coma 
range of treatment. Phenelzine (Nardil— 
Warner-Chilcott) 15 mg, q.id. has proven 
an excellent agent in our experience. 

The inevitable lag which precedes recov- 
ery in patients treated with antidepressant 
agents is often associated with mounting 
anxiety. Sub-coma insulin has produced ex- 
cellent calming qualities during this phase 
and, due to its beneficial metabolic effect in 
increasing appetite, composure and general 
well-being, facilitates complete recovery. 

We have found no contraindication to 
tranquilizers or to antidepressant agents in 
our insulin coma patients provided they are 
prescribed in the recommended dosage and 
are indicated by clinical conditions. 


Summary 


Results obtained by insulin treatment vary 
from one individual to another. A rapid 
gain in weight in a patient suffering from 
anxiety and hysterical symptoms or from a 
reactive depression indicates an excellent 
prognosis. As much as 7 pounds in the first 
week is not an unusual finding. Poor re- 
sults will be obtained if the wrong patients 
are chosen, Endogenous depressives, ob- 


sessive compulsive neurosis are generally 
unrewarding. 
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Insulin is a companion therapy to electro- 
shock, to energizers, and to tranquilizers. 
However, the satisfactory selection of pa- 
tients is vital and indiscriminate use of in- 
sulin is to be condemned. 

With the selection of the right patients 
and the correct methods, insulin stands to- 
day as one of the major therapies which can 
be successfully used in a wide range of psy- 
chiatric illness. As further studies in me- 
tabolism, biochemistry and responses to 
physical and chemical therapies are carried 
out, we may hope to have a clearer under- 
standing of these mental illnesses and better 
differential diagnoses. 
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Effect of Drugs on “Poor” Treatment Cases 


ANTIOCO R. BARRON, M.D., LESTER H. Rupy, M.D., 
and JACKSON A. SMITH, M.D. 


Introduction 

In many out-patient psychiatric clinics, 
patients are categorized as “good treatment 
cases” or “poor treatment cases.’’ Of course, 
there must be a great deal of variation from 
clinic to clinic as to what attributes make a 
patient a “good” or a “poor” treatment case; 
but generally patients who are poorly moti- 
vated, who have little formal education, who 
are not young and who do not verbalize well, 
fall into the “poor” treatment group. 

The terms used to describe the types of pa- 
tients selected for different treatments also 
vary but usually the “good” treatment case 
is referred for individual psychotherapy. It 
has been previously pointed out that the 
more similar the therapist and the patient, 
the greater the likelihood that individual 
psychotherapy will be suggested. 


Patient Group 

There were 10 women and 14 men in the 
group and their ages ranged from 19 to 57 
years. 

Apparently “poor” treatment cases are not 
limited to any particular diagnostic group 
since there were 16 different types of reac- 
tions in the patients seen as shown in Ta- 
ble I. 


Methods 

The patients were seen weekly by the same 
psychiatrist during the period of study. 
Each interview lasted 15 to 30 minutes and 
the approach varied according to the pa- 
tient’s needs and mental state. In an effort 
to minimize the effects of the interview, no 
medication was given until the fifth visit. It 
was felt that by this time the favorable in- 
fluence of being seen regularly would be ap- 
parent and would not be attributed errone- 
ously to the drug. 


The chlordiazepoxide (Librium) used in this study 
was furnished by Roche Laboratories and the ecty- 
lurea (Levanil) by Upjohn Company. 

From the Illinois State Psychiatric Institute, Chi- 
cago, Illinois. 


TABLE I 

Diagnosis No. of Pts 
PSYCHONEUROTIC REACTION 

Obsessive Compulsive Reaction .................. 3 

3 

(SONWEPBION 

PERSONALITY TRAIT DISTURBANCE 

Passive Aggressive Personality .........0000.. 2 

Compuisive Personality 

Personaily 1 
SOCIOPATHIC PERSONALITY DISTURBANCE 

al 

INVOLUTIONAL PSYCHOTIC REACTION ................ a 
SCHIZOPHRENIC REACTION 

PERSONALITY PATTERN DISTURBANCE 

SCHIZOIG 2 


Two active preparations, chlordiazepoxide 
(Librium) and ectylurea (Levanil) and a 
placebo were given orally in identical cap- 
sules. Both active drugs and the placebo 
were given for a period of two months each. 
In the hope that the patients would experi- 
ence subjective relief which would increase 
their motivation to stay in treatment, the 
active preparations were given first and the 
placebo later. The interviewer was aware 
when the medications were changed but the 
patients were not. 


The dosage of chlordiazepoxide (Librium) 
varied from 20 to 100 mg. daily with an av- 
erage of 50 mg.; and the dosage of ectylurea 
(Levanil) varied from 600 to 1200 mg. daily 
with an average of 900 mg. When the pla- 
cebo was substituted, the patient received 
the same number of capsules he had been 
taking previously of the active compound. 
On the basis of the patients’ statements and 
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their having their prescriptions refilled reg- 
ularly, all but two of the 17 patients who 
completed the study apparently took their 
medicines as directed. 


Results 


Of the 24 patients 17 completed the seven 
months’ study. 

The diagnosis, drug being given, circum- 
stance of withdrawal from the group and the 
duration of their participation in the study 
are shown in Table II. 


Of the 17 patients who finished the study, 
only 10 were able to go through the succes- 
sive changes of medication without need of 
return to a previously given drug. Seven 
patients developed an exacerbation of their 
symptoms following the change from chlor- 
diazepoxide to ectylurea. It was necessary 
to return these seven to chlordiazepoxide 
and maintain them on this medication until 
the end of the study. 


The degree of response to treatment was 
tabulated according to the following grad- 
ing: No apparent change, improved, and 
marked improvement. The criteria used for 
evaluation was: Improved, a reduction of 
anxiety with a modification of the patients’ 
symptoms and an increased ability to func- 
tion in their environment. Marked improve- 
ment, the patient became more comfortable 
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with a reduction or disappearance of psy- 
chotic or psychoneurotic symptoms and 
showed a marked improvement in ability to 
function in his environment. These results 
are shown in Table III. 

Patients who had to be returned to chlor- 
diazepoxide are shown in Table IV. 

Seven of the 24 patients dropped out of 
the study during the first eight weeks. Of 
the 17 patients who finished the study, 16 
showed improvement to some degree. How- 
ever, Seven experienced an exacerbation of 
symptoms during the fourth month of the 
study while receiving ectylurea and had to 
be returned to the first active compound 
given, chlordiazepoxide. It appeared that in 
these seven the improvement resulted from 
a specific effect of chlordiazepoxide. 


The other 10 patients who were judged 
improved, maintained this improvement on 
both active compounds and the placebo. 
These were considered non-specific effects 
and unrelated to the compounds being eval- 
uated. 


Discussion 


Rosenthal and Frank (1958) reported in 
a study done at the Phipps Psychiatric Clinic 
that approximately one of every three pa- 
tients selected for psychotherapy failed to 
accept it; and three of every four patients 
who began psychotherapy, terminated with- 


TABLE II 


DIAGNOSIS No. Pts. Drug Being Given at 
Time of ‘‘Drop Out’’ 

Schizophrenic Reaction 

Paranoid Type 1 Chlordiazepoxide 

Psychoneurotic Reaction 

Obsessive Compulsive Chlordiazepoxide 

Personality Pattern Dist. 

Schizoid Personality 2 Chlordiazepoxide 

Personality Trait Dist. 

Pass. Agg. Personality i Chlordiazepoxide 

Sociopathic Personality Dist. 

Addiction Alcohol 1 None 

Antisocial Reaction None 


Total number of patients who “dropped out’”’—7 


Duration of 
Participation 


Circumstance 


Exacerbation of symptoms. 


Required hospitalization. 9 weeks 
(Irregular ) 

After initial improvement re- 

turned to work suffered re- 10 weeks 

gressive episode. — Required 

hospitalization. 

Both cases withdrew from the 

clinical study without notifi- 8-10 weeks 

cation. 

Began drinking and was ar- 

rested for his acting out be- 10 weeks 

havior. 

Withdrew without notifica- 

tion. 1 week 

Withdrew without notifica- 2 weeks 


tion. 


4 
: 
A 
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TABLE III 
No Apparent Markedly 
Change Improved Improved 
Schizo- Psychoneurotic Involutional 
Reaction Reactions Psychotic R. 1 
Simple Type 1  Phobic 3 Psychoneurotic 
Obsess. Comp. 1 Reaction 
Conversion 2 Depressive 
Depressive 2 
Anxiety 1 
Other 1 
Person. Trait 
Disturbance 
Inadequate 


Personality 1 
Passive Per. 1 
Compulsive 

Personality 1 
Paranoid Per. 1 


TABLE IV 
Improved 
Psychoneurotic Reaction 
Personality Pattern Disturbance 


out discussing this step with their thera- 
pists. Of the patients who did accept psy- 
chotherapy about six out of ten were dis- 
charged as unimproved. This report was 
based on 3413 new patients of whom only 
17% were referred for individual therapy. 
Other clinics report similar experiences. 

In view of the relatively poor results re- 
ported with insight based psychotherapies in 
out-patient clinics, the findings in this study 
would encourage the use of anxiety relieving 
medications in the “good” as well as the 
“poor” treatment case. It would appear more 
desirable to combine insight and drug ther- 
apy than to refer patients for either indi- 
vidual psychotherapy or drug therapy only. 

The occurrence of 16 types of reactions in 
24 patients implies that either very specific 
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diagnostic criteria exist which permit the 
diagnostician to separate one reaction from 
another with great accuracy, or that a con- 
siderable overlap in symptomatology exists 
in the various reactions which allows the 
physician to categorize the patient according 
to his particular preference. The latter pos- 
sibility appears more likely. In this group 
there was no outstanding type of reaction 
that would indicate a “poor” treatment case. 


Conclusions 


Chlordiazepoxide (Librium) was found to 
be more effective than either ectylurea (Lev- 
anil) or placebo in the management of out- 
patients, Disturbing side effects were not 
seen with either active compound. Of 24 
“poor” treatment cases 17 completed a seven 
month study and seven patients appeared to 
respond specifically to chlordiazepoxide. The 
other ten patients who were considered im- 
proved responded to both active preparations 
and the placebo; these effects were not at- 
tributed to the compounds being evaluated. 
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Frenquel Corrects EEG Changes and Relieves 


Symptoms in Porphyria 


Z. S. SIKES, M.D. 


A number of cases of acute intermittent 
porphyria with electroencephalographic ob- 
servations have been reported.'* The cases 
described by Durand et al.,? Kiloh and Nevin* 
and Sikes’ all showed a characteristic slow 
wave pattern of from 2 to 7 per second; the 
slow wave pattern appeared to be in direct 
proportion to the severity of the porphyric 
crisis; there was resumption of normal alpha 
rhythm after clinical improvement. 

In another report’ the psychiatric mani- 
festations of porphyria and those in experi- 
mental psychoses produced by lysergic acid 
diethylamide (LSD) and mescaline are com- 
pared. Rinke] et al.* and Gastaut et al.” have 
described electroencephalographic changes 
induced by LSD and mescaline. Rinaldi and 
Himwich'’ show that the changes induced 
by LSD and mescaline are corrected by 
Frenquel. The pattern of enduring electro- 
graphic alertness (from specific stimulation 
of the mesodiencephalic activating system) 
was reversed. They felt that the action of 
Frenquel is specific since it does not correct 
or modify the same alerting picture pro- 
duced by amphetamine or Meratran. Since 
LSD and mescaline produce overactivity of 
the mesodiencephalic activating system, the 
authors suggest that one would expect that 
Frenquel has a depressing action on that 
system. However, they report’ that Fren- 
quel administered alone does not produce 
such a change. They reason that the effect 
of the hallucinogenic drugs is a result of 
their serotonin-facilitating property, and 
that the correction of these effects by Fren- 
quel is attributable to serotonin inhibition. 
With this reasoning in mind the author felt 
that Frenquel should be tried therapeutically 
in porphyria, and shortly the possibility to 
do so presented itself. 

Peters’ has reported two patients with in- 
termittent porphyria treated with Frenquel. 
One patient was under BAL therapy requir- 
ing phenobarbital for control of focal seiz- 


ures, She remained psychotic until the ad- 
ministration of Frenquel 60 mg. orally daily 
for four days, after which she made a com- 
plete recovery. One case with only abdomi- 
nal colic was not benefited by 200 mg. of 
Frenquel given intravenously daily. 


Case Report: Case #2 described elsewhere’ dur- 
ing a previous admission was readmitted on Sep- 
tember 23, 1957. The present illness began acutely 
24 hours earlier with abdominal pain, headache and 
motor restlessness accompanied by a weak sensa- 
tion in the lower extremities. The morning of ad- 
mission he noticed a pinkish color of his urine. By 
coincidence he had been seen three weeks earlier 
by the writer and told to come to the hospital in 
the event of another attack for a trial on Frenquel. 
Since his previous discharge May 4, 1956 he had 
had two attacks treated in his local hospital. On 
admission the urine was positive for porphobilino- 
gen in 1:160 dilution. He was given 100 mg. Fren- 
quel orally four times daily. On the first and second 
hospital days 200 mg. Frenquel was given intrave- 
nously. On September 25, 1957 the oral dose was 
increased to 200 mg. four times daily. In addition 
he received Serpasil 0.25 mg. and Banthine 50 mg. 
four times daily, both given in the same dosage on 
previous admission without relief. The response to 
Frenquel was dramatic, with prompt alleviation of 
abdominal pain and nausea, disappearance of head- 
ache and relief of restlessness and apprehension. 
Upon his return to the hospital from a weekend 
pass he greeted his physician in the hall with ef- 
fusive gratitude for relief of his symptoms. The 
urine was still positive for porphobilinogen in 1:80 
dilution. At this time the electroencephalogram 
showed a sustained alpha rhythm of 10 waves per 
second. Voltages were moderately high but within 
normal range. Hyperventilation had no significant 
influence. It is considered unfortunate that a re- 
peat tracing was not obtained prior to beginning 
of the drug, but this omission was influenced by the 
fact that our patient had to be sent 200 miles round 
trip for EEG. The patient was discharged Oc- 
tober 11, 1957 on maintenance dose of Frenquel 100 
mg. four times daily. He has been seen several 
times since discharge. In October and November 
1957 porphobilinogen was positive in 1:40 dilution. 
In February 1958 he was still comfortable, and urine 
showed only a trace of porphobilinogen. He has 
remained essentially comfortable and although dur- 
ing the active phase of his attack he was not en- 
tirely free of symptoms he was able to work regu- 
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larly. The only symptom encountered was occa- 
sional mild fleeting abdominal pain. There was no 
recurrence of headache. An incidental finding since 
discharge has been mild abdominal pain and posi- 
tive porphobilinogen in the urine of the patient’s 10 
year old son. 


Without the benefit of further and more 
refined study, any conclusions based on this 
one case report are purely conjectural. Since 
some time had elapsed between the idea and 
the opportunity for the trial, the case was 
felt worthy of reporting. The electroenceph- 
alographic changes seen in intermittent por- 
phyria are evidence of central nervous sys- 
tem involvement. Two possibilities in the 
production of at least a part of the clinical 
syndrome are direct interference with neu- 
ronal metabolism or a serotonin-enhancing 
mechanism of porphyrins. The case may 
add to the evidence that part of the symp- 
toms result from the action of porphyrin on 
smooth muscle as described by Eliaser and 
Kondo" and Coffman and Kuhl.' It is be- 
lieved that further trial of Frenquel in the 


symptomatic relief of intermittent porphyria 


is warranted. 


Summary and Conclusions 


A single case of intermittent porphyria 
treated with Frenquel has been described. 
Electroencephalographic changes seen in 
porphyria were corrected and symptoms 
were relieved in this case, Theoretical pos- 
sibilities as to the mode of action of porphy- 
rins in producing the clinical syndrome of 
porphyria are discussed. 
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The Status and Usefulness of the Psychiatrist 


THOMAS R, KEARNEY, M.B. 


It is the intention of the writer, who has 
trained as a psychiatrist in both Europe and 
the United States, to discuss the relation- 
ship of the psychiatrist to other physicians 
and to the community, and also to scrutinize 
what may be regarded as the scope of psy- 
chiatry, what it does actually perform as 
opposed to what one would like to think it 
achieves. 

In this country one might begin within 
the medical school and consider how the psy- 
chiatrist is regarded by others with whom 
he comes in contact. By and large, the 
American medical student is well trained in 
psychiatric principles today, in contrast to 
his senior colleagues. His understanding is 
bound to be academic rather than practical 
however, and he often seems to view psy- 
chiatry as something vaguely extracurricu- 
lar, The isolation of psychiatry, which be- 
gins in medical school, is emphasized af- 
ter internship when it becomes more and 
more cut off from the main stream of medi- 
cine.' This may be due to the failure of in- 
structors to stress the importance of the 
psychiatrist being accepted by other doc- 
tors. In other countries the necessity for 
this acceptance receives more support and 
men are actively encouraged to work in in- 
ternal medicine or neurology before entering 
psychiatric training. The Maudsley Hospi- 
tal, the chief training institute in Great Brit- 
ain, does not accept candidates with only 
one year of internship and no background 
in medicine or science. In America, how- 
ever, the situation has changed little since 
1944 when Gregg’ said to the American 
Psychiatric Association, ‘““Most psychiatrists 
are so ill trained in medicine that they can- 
not command the respect which would wel- 
come them as collaborators on the wards of 
a general hospital.” Without expressing 


themselves so strongly both Alvarez,* in 
“The Neuroses,” and Palasota,‘' in describing 
his work in a medium-sized community, 
bring out the point that a sound knowledge 


of medicine is essential. It seems that there 
is a connection between the medical knowl- 
edge of the psychiatrist and the way in 
which other doctors look at him, and that 
this relationship with his colleagues is re- 
flected in his relations with the community. 
This has been pointed out by Morris,° in the 
Beattie-Smith lectures at Melbourne Univer- 
sity in 1958, where he said, “Until the psy- 
chiatrist is better accepted among his medi- 
cal colleagues . . . it is unlikely that he will 
receive a sufficient degree of acceptance by 
the community in general.” 


There are many ways in which the psy- 
chiatrist may hinder this acceptance, the 
most immediately obvious being by the use 
of jargon and incomprehensible technical 
terms. This is frequently referred to in 
the literature, not only by Gregg, above, but 
by Appel,® Kahana,’ and L. P. Ferron.* This 
kind of behavior only infuriates other phy- 
sicians and it will be difficult to gain their 
respect if there appears to be no community 
of interest, no common ground on which to 
meet and no mutual tongue in which 
thoughts may be exchanged. In the general 
hospital it seems vital that the consulting 
psychiatrist know something about the 
physical problem and the proposed medical 
or surgical regime. The psychiatrist who 
does not know that digitalis sometimes 
makes patients vomit is a distressing sight. 
Indeed, in mental hospital practice it is only 
reasonable that the psychiatrist be able to 
manage ordinary medical conditions as well 
as the average general practitioner. He cer- 
tainly has as much time as the general prac- 
titioner to keep abreast of the rudiments 
of medical advances, and he should not have 
to call an internist to treat a patient with 
an uncomplicated duodenal ulcer or lobar 
pneumonia. In doing so, he fosters the con- 
cept of isolation to which the writer has re- 
ferred above—the “Ivory Tower’ philoso- 
phy. Furthermore, the reluctance of some 
therapists to take note of the bodily symp- 
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toms of their patients, or to examine them 
even at the beginning of treatment, is hardly 
desirable. If the physician refuses to be- 
have like a doctor there can be no reasonable 
objection to lay therapists entering the field. 

Almost all physicians give some free time 
and do some free work. Few psychiatrists 
in private practice do so, however, and fewer 
still extend professional courtesy to doctors, 
nurses or students. This is something which 
can be strongly resented and is another 
wedge driving apart what should be twin 
disciplines. Wide differences in attitude, 
particularly about treatment methods, also 
make psychiatry unique among the medical 
specialties, and these cleavages of opinion— 
frequently bitter—and differences in basic 
fundamental stands do not go unnoticed by 
our colleagues or by the public. 

The public’s concept of the specialty 
stresses its ubiquity in the sense of how 
widely appropriate it is to apply its doc- 
trines in this or that field; as a consequence, 
the view is held that an increase in mental 
health facilities, and in the number of psy- 
chiatrists, social workers and clinics will 
help in the attenuation of mental and emo- 
tional illness. Yet, in practice, the opposite 
is true and the more widely spread the work 
of the specialty becomes, the more people, in 
accordance with Parkinson’s Law, do we find 
to call sick. 

From time to time psychiatrists are asked 
to do things which are outside their compe- 
tence. For example, a colleague may have a 
dying patient and ask the psychiatrist to 
break the news to him, thereby evading his 
own responsibility—and in a rather subtle 
way rejecting the psychiatrist. It is not un- 
common for patients to present themselves 
because they are unhappy and seek a sym- 
pathetic friend. There are, however, many 
people in the world who are unhappy and 
many sources of sadness which one can do 
little to remedy. Unhappiness though an 
affliction is not a disease and it may take a 
great deal of intellectual honesty to decide 
whether one is practising psychiatry or in- 
dulging the Pollyanna within one’s bosom.’ 
Since this country is not going to have 
enough psychiatrists in the foreseeable fu- 
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ture a good relationship with general prac- 
titioners and others is extremely important 
so that they may be encouraged to give emo- 
tional support to people who are mildly or 
moderately ill and refer only the more diffi- 
cult or urgent cases to the specialist. 


It is necessary to have a sense of per- 
spective about one’s achievements. In re- 
cent years Bartemeier’’ has shown that 
patients in hospitals with a minimum of 
professional staff show improvements which 
are not to be explained on the basis 
of the treatment they have received. In 
terms of length of stay and rates of dis- 
charge, some less well-endowed hospitals 
compare favorably with other institutions 
having more aggressive treatment programs 
and more trained people to carry them out. 
It is known that patients with illnesses of 
acute onset often do well and that those dis- 
eases of insidious onset with bad family his- 
tory carry a poor prognosis regardless of the 
efforts of the physician, The same question 
applies in psychiatry as in any other branch 
of medicine—how much influence does the 
treatment have on the outcome of the ill- 
ness? Sloane’s work" suggests that there 
are a number of depressed patients who im- 
prove without shock or specific drug therapy 
and that their improvement is related to be- 
ing in a therapeutic milieu, removed from 
anxiety-producing factors. To carry the 
point further, Karagulla,'? working under 
Sir David Henderson in Edinburgh, found 
among 923 patients only minor differences in 
recovery and relapse rate between those 
treated with ECT and those treated conser- 
vatively. There was no proof that ECT 
shortened hospital stay appreciably al- 
though it seemed to make the illness more 
bearable. 


Reflections like these pose the question of 
whether we are prone to attribute to our in- 
tervention things which would have hap- 
pened anyway in the course of time. If one 
reads the recent deluge of papers on antide- 
pressive drugs one sees that some psychia- 
trists tend to be very sanguine in their con- 
clusions. Many of these reports concern 
ambulant patients who may, for all one 
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knows, have given their pills to monkeys 
in the zoo. The studies are often uncon- 
trolled, and without validity as indices of the 
response of a specific disease to a specific 
form of treatment. Psychiatrists are con- 
tributing, wittingly or unwittingly, to a cli- 
mate of opinion which favors magical and 
omnipotent forces, as therapeutic solutions 
to the problems of mental and emotional ill- 
ness of our time. : 

And yet, psychiatry has a great deal to 
give to medicine even if there is much to be 
overcome first. Relentless re-examination of 
oneself and one’s work is called for. Only 
by careful reappraisal of the training and 
work of people in this and other countries 
(because there are other approaches than 
ours and we may have something to learn 
from them) can the psychiatric specialty 
begin to achieve its full potential. There are 
many who feel strongly that more medical 
work or general practice should be included 
in the training of the psychiatrist, that he 
should have competence in handling ordi- 
nary medical problems and that everything 
possible should be done to emphasize the 
unity of psychiatry with medicine. Under 
present circumstances the trend is toward 
divorce. The American Board of Psychiatry 
and Neurology requires three years of psy- 
chiatric residency and two years of practice 
before admitting candidates to examination. 
It is the opinion of this writer that if at least 
one of these five years were in internal med- 
icine, pediatrics or general practice, some 
improvement in the present situation might 
be achieved. In the words of Nadeau,'* ‘Le 


psychiatre et le médecin doivent marcher de 
pair, la main dans la main, afin d’en arriver 
a créer une médicine plus compréhensive, 
plus féconde, parceque plus pleinement hu- 
maine.” If the present trend towards the 
separation of psychiatry from medicine con- 
tinues, if it becomes instead of a branch, a 
way of life, if it acquires more and more the 
trappings and language of an esoteric reli- 
gion, then today’s Ivory Tower may yet be- 
come the whited sepulcher of tomorrow. 


Acknowledgment: My thanks are due to Dr. W. 
D. Voorhees, Jr., Superintendent of Northern State 
Hospital for his encouragement in preparing this 
paper and for his help and constructive criticism. 
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Clinical Neuropathological Conference 


Edited by Stanley M. Aronson, M.D., and 
Haruo Okazaki, M.D. 


Presentation 

A 50-year-old white male was admitted to the 
hospital because of drowsiness and confusion of 
five days’ duration. 

History obtained from patient’s wife indicated 
that except for recent weight loss (15 lbs. in 3 
months) the patient had been in good health until 
five days prior to admission, when she noticed that 
he was very sleepy. He went to bed several times 
during the day. While awake, however, he seemed 
lucid, until the day prior to admission, when he 
became confused. That same evening he had his 
first generalized seizure, lasting two minutes, at 
the termination of which the patient showed severe 
confusion. On the day of admission he was very 
drowsy and disoriented. 

There was no serious illness in the past. The only 
previous hospitalization was caused by fracture of 
the right wrist and right hip following a fall five 
months prior to present admission. There was no 
associated head trauma or loss of consciousness. 

The patient lived with his wife and was em- 
ployed as a plumber’s helper until 1958. Since then 
he has been holding odd jobs. He drank alcoholic 
beverages for many years, mainly beer, but did not 
get drunk. He ate well and smoked heavily. 


Admission Physical Examination: 


Revealed a thin, middle aged male, who at times 
would answer questions quickly (though incorrectly ) 
and at other times became suddenly drowsy. Blood 
pressure, 128/80; pulse, 84/min. and regular; respi- 
rations, 15/min.; temperature, 100°. No abnormali- 
ties were found on examination of chest and abdo- 
men. 

The patient was seen in neurosurgical consulta- 
tion on the day following admission. There was no 
evidence of head trauma noted but there were mul- 
tiple minor abrasions of the extremities. The pa- 
tient was mildly drowsy, confused and disoriented 
but cooperative. The pupils were equal in size, re- 
acting well to light. There was early, bilateral 
papilledema. Nystagmoid movements of both eyes 
were noted (horizontal and vertical) as well as lim- 
itation of extraocular muscle movement in all di- 
rections. A minimal, left central facial weakness 
was described. The gag reflexes were depressed 
bilaterally. There was no evidence of paresis of 
the extremities. Coordination (finger-to-nose and 
heel-to-knee tests) was slightly impaired, bilate- 
rally. Tendon reflexes were brisk and symmetrical; 
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the superficial reflexes were absent. The Babinski 


toe sign was bilaterally positive. 


On the same day, the patient had a generalized 
seizure and was placed on anticonvulsive therapy. 
A lumber puncture was performed. Opening pres- 
sure was 105 mm. of water. The withdrawn fluid 
was clear and colorless. Pandy test was negative. 
Microscopy showed one white blood cell and two red 
blood cells. On the third hospital day the patient 
showed a deepening iethargy. He responded to 
verbal stimulation but his answers were completely 
irrelevant. Temperature was 101.4°. On the fourth 
hospital day he responded to verbal stimulation only 
by looking at the examiner. He did not speak but 
was still able to follow simple commands. On the 
fifth day, he was more lethargic, and appeared 
“aphasic”’; he moved all extremities well. Nystag- 
mus and spontaneous nystagmoid movements of 
both eyes were noted. Bilateral Babinski toe signs 
were present. Bilateral carotid arteriograms were 
performed and interpreted as showing no abnormal- 
ities. An ophthalmology consultation described the 
optic discs as blurred with markedly narrowed ves- 
sels. There was no evidence of papilledema. A sec- 
ond lumbar puncture was performed. Opening pres- 
sure was 60 mm. of water. Pandy test negative; 
protein, 9 mg.%; glucose, 65 mg.%; chlorides, 99 
mg.%. No cells seen. 


Additional Laboratory Data: 

Hemoglobin, 15.5 gm. %; WBC, 11,400; differen- 
tial count, polymorphonuclear leukocytes, 87%; im- 
mature forms, 1%; lymphocytes, 10%; monocytes, 
2%; urinalysis was negative; blood serology, nega- 
tive; BUN, 10-13 mg. %; fasting blood glucose, 60- 
79 mg. %. 

On the seventh hospital day, the patient became 
stuporous, responding only to painful stimulation. 
He was transferred to the Neurosurgical Service 
where surgery was performed the following day. 


Discussion of Clinical Aspects 

Dr. Harry A. Kaplan: This case of a 50-year- 
old white male with drowsiness and confusion of 
five days’ duration represents an instance of 
some rapidly developing neurologic disorder. One 
would immediately think of the possibility of 
some vascular disease, such as the occlusion of 
an extracranial cerebral arterial channel; an in- 
tracranial blood clot, such as a subdural hemor- 
rhage; encephalitis or meningitis. Metastatic 
neoplasm to the brain or a brain abscess might 
similarly develop in a rapid fashion, as deter- 
mined clinically. 
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The patient’s wife states that he lost 15 pounds 
in the three months before admission. The ex- 
istence of a carcinoma with cerebral metastasis 
as a basis for this patients illness must be con- 
sidered. However, a history limited to five days 
is too rapid and suggests something other than 
a disturbance based upon metastases. The wife 
further states that there were lucid periods and 
some convulsions in the five days before admis- 
sion. Certainly, a subdural hematoma looms as 
a very likely possibility. All the signs so far 
given can be cardinal manifestations of a sub- 
dural accumulation of blood. We are also told 
that there was a history of injury about five 
months before hospitalization. A subdural hem- 
atoma present for five months, however, would 
not be likely to produce the rapid onset of cere- 
bral disturbance seen in this case. The history, 
as presently indicated, is more often associated 
with a subdural hematoma that has been pres- 
ent, perhaps, for several weeks or months. In 
fact, some subdural collections spontaneously re- 
sorb within a five-month period of time. The 
history of alcoholism would favor the possibility 
of subdural collection of blood since it is well 
known that alcoholics, perhaps because of a 
greater tendency towards trauma, sustain sub- 
dural hematoma more readily than non-alcohol- 
ics. Some other form of alcoholic encephalopathy 
is also a possibility. 


Further history from the wife indicates that 
the patient was employed as a plumber’s helper 
and also did odd jobs. It would seem that the 
patient was of low intellectual capacity. The 
possibility of some diffuse degenerative brain 
disease developing over many years must also be 
considered. 

The admission physical examination took note 
of some alteration in the patient’s state of alert- 
ness during questioning. Also, multiple minor 
abrasions were noted on the extremities. These 
signs, together with the history as given, further 
suggests the possibility of a subdural hematoma. 
Drowsiness in people harboring such hemor- 
rhages is usually the result of swelling beneath 
the collection of blood with secondary compres- 
sion of the upper brain stem structures. One 
might anticipate a difference in pupil diameter, 
although this is not absolutely necessary. The 
pupils in the patient were equal and reacted well 
to light. 


Until now, a subdural collection seems most 
likely. However, the next part of the neurologic 
examination causes one to develop further 


thoughts about this problem. Nystagmus and 
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limitation of extra-ocular movement are de- 
scribed, changes which practically speaking are 
never found with mere compression of brain 
stem structures. This is more commonly an in- 
dication of an intrinsic lesion within the brain 
stem. If there were sufficient brain stem com- 
pression to produce bilateral extra-ocular muscle 
paralysis in all directions, the patient would 
most certainly be in advanced stupor. 

Further examination also indicates a left cen- 
tral facial weakness which might also be the 
result of a brain stem compression. Yet, the pre- 
sence of depression of the gag reflex, if patho- 
logical, would again suggest brain stem dis- 
turbance more extensive than that associated 
with mere compression in the midbrain area. 
The absence of any paresis of the extremities 
and the presence of a deficit in coordination fa- 
vors an intrinsic disturbance rather than a com- 
pressive lesion. It is proper, of course, to con- 
sider the outside possibility of a chronic lepto- 
meningitis involving the ventral aspects of the 
brain which can cause disturbance of blood flow 
and secondary parenchymatous damage. . Lum- 
bar puncture, however, showed clear spinal fluid. 
I would therefore be hesitant to consider severe 
meningitis with such spinal fluid findings and 
the absence of further positive clinical signs. 


On the fourth hospital day, the patient was 
mute and responded to verbal stimulation only 
by looking at the examiner and following simple 
commands. This type of clinical state has been 
noticed with thalamic lesions. The bilaterality 
of signs, together with the absence of any dis- 
turbance in the movement of the extremities, 
leads one away from the thought of any exten- 
sive extra-cranial cerebral arterial occlusion. 
Furthermore, the carotid angiograms showed no 
abnormalities. This also would indicate the im- 
probability of a subdural collection of blood. We 
have seen occasional subdural collections in the 
occipital regions or beneath the temporal lobe 
which may not show up with a carotid angio- 
gram; subdural collections in these localities are 
rare. The physical examination also revealed 
the absence of papilledema. 


I believe that the findings, in summary, are in- 
dicative of a lesion or lesions within the mid- 
brain and pons, of a nature producing relatively 
rapid emergence of symptoms. There are many 
inconsistencies but the remote possibility of a 
cerebellar hemorrhage or infratentorial cyst 
within the midline has to be considered. A sub- 
dural hematoma in an unorthodox position should 
also be entertained, but the most likely patho- 
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logic entities to account for the clinical state as 
given to us would be an inflammatory encephali- 
tis, possibly of viral origin and predominantly in- 
volving the upper brain stem or a metabolic dis- 
turbance in the brain stem, such a Wernicke’s 
encephalopathy. 

Discussion of Pathological Aspects 


Dr. Haruo Okazaki: The operative procedure 
described in the last paragraph of the clinical 
protocol consisted of an exploratory craniotomy 
involving the right temporo-parietal region. Some 
tissues were submitted for histologic examina- 
tion but showed no neoplasm or other pathologic 
change. No abnormalities were noted grossly 
during the course of the surgical exploration. The 
patient did poorly postoperatively, developing re- 
spiratory distress which required intermittent 
suction and finally tracheostomy. Generalized 
seizures and irregular fever were noted a few 
days later. Coffee-ground material was_ suc- 
tioned from the stomach two days prior to death. 
The patient died nine days after craniotomy. 

At autopsy, the patient was found to have a 
fatty liver of moderate degree, weighing 1,600 
grams. There were small, acute ulcerations of 
the gastric mucosa and coffee-ground material 
filling the stomach. Areas of pneumonitis and 
tracheo-bronchial aspiration of gastric content 
were also noted. 

A surgical defect, measuring 6 by 4 cm., was 
noted in the right temporo-parietal region. This 
defect was approximately 3 cm. in depth. No 
other gross lesions were found in the brain or in 
the spinal cord, externally. Some granularity 
was seen in some portions of the bilateral mam- 
millary bodies and along the walls of the third 
ventricle, i.e., hypothalamus. 

Histologically, striking changes are found in 
these areas. A diffuse, spongy rarefaction of the 
tissue in the mammillary bodies and paraven- 
tricular hypothalamic region is evident, with 
hypertrophy and proliferation of small blood ves- 
sels, particularly capillaries (Fig. 1). This vas- 
cular proliferation is more dramatically demon- 
strated by means of a reticulin stain (Fig. 2). 
Occasionally, extensive hyperplasia of the mural 
cells of these blood vessels is observed. The neu- 
rons, particularly in the mammillary bodies are 
in a relative state of preservation amid the re- 
gions of rarefaction and other degenerative 
changes. In some other places, such as the hy- 
pothalamus, the neuronal loss is apparent. Many 
of the remaining neurons show advanced stages 
of damage. Moderate astrocytic proliferation 
accompanies these alterations. 
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Fig. 1a: Photomicrograph of the mammillary body 
from the present case (H&E Stain). 


Fig. 1b: Photomicrograph of a normal mammil- 
lary body for comparison (H&E Stain). 


| 
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Fig. 2: Photomicrograph of the mammillary body 
from the present case (Laidlaw reticulin stain). 


These changes were first described in 1881 by 
the German neuropsychiatrist, Karl Wernicke, 
and commonly known as Wernicke’s encephalopa- 
thy. The anatomic changes to be anticipated in 
such cases are listed in the accompanying Ta- 
ble I. Foci of petechial hemorrhage were not 
noted in today’s case but the absence of this 
hemorrhagic feature is not uncommon. Many 
of Wernicke’s original cases did feature this 
hemorrhagic diathesis and hence the original ti- 
tle of the disturbance polioencephalitis hemor- 
hagica superior acuta. Of course the term, su- 
perior, does not cover the involvement of the 


TABLE I 
Histopathological Features of Wernicke’s 
Encephalopathy 
TISSUE NECROSIS: spongy rarefaction; microglial 


proliferation and mild inflamma- 
tory cell reaction. 


CAPILLARIES: proliferation of vessels and hy- 
perplasia of mural cells. 

ASTROCYTES: degenerative changes; hypertro- 
phy and proliferation. 

NEURONS: relatively spared; irregular is- 


chemic degeneration. 
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floor of the fourth ventricle of the lower brain 
stem, a change which is frequently present in 
this nutritional encephalopathy. 

The topographic distribution of the character- 
istic lesions in Wernicke’s encephalopathy is il- 
lustrated in this list (Table II). This case ad- 
heres closely to this pattern. 

It is with a knowledge of these pathologic 
changes that the clinical manifestations of this 
form of encephalopathy are better appreciated 
and understood. 

The ocular pareses are primarily due to in- 
volvement of the periaqueductal grey matter in- 
cluding the third, fourth and sixth cranial nerve 
nuclei. These ocular signs are known to re- 
spond to thiamin therapy rather promptly (in the 
early stages of the disease) pointing to the re- 
versible nature of the initial pathologic process. 

Nystagmus is generally agreed by most ob- 
servers to be the earliest and most common find- 
ing in this disorder and its presence in a patient 
with mental confusion should immediately arouse 
a suspicion of Wernicke’s encephalopathy. 

Mental changes are more difficult to ascribe to 
any specific anatomic lesion. It is generally ac- 
cepted that changes in the cerebral cortex are 
either absent or too slight and nonspecific in 
Wernicke’s disease and cannot be held respon- 
sible for the accompanying mental changes. These 
mental changes may be characterized as ‘“men- 
tal deceleration or disinterest.” The patients 
are usually alert but their spontaneous speech 
is minimal. They show an inability to sustain 
attention long enough to carry on conversation 
and they often mimic aphasia to an inexperi- 
enced observer. Answers which they may ren- 
der to persistent questioning are often perfunc- 
tory and irrational. The patients are usually 
out of contact and show a loss of interest in sur- 
rounding events; this is in contrast to the usual 
hyperactive, apprehensive and hallucinating pa- 
tient in delirium tremens. About 20% of cases 
of Wernicke’s encephalopathy, however, are ush- 
ered in by symptoms of delirium tremens. Nev- 


TABLE II 


Common Sites of Lesions in Wernicke’s 
Encephalopathy 

Mamillary bodies 
Paraventricular nuclei (hypothalamic) 
Periaqueductal grey matter 
Corpora quadrigemina 
Thalamus (dorsomedial nuclei) 
Pontine tegmentum 
Medullary tegmentum 
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ertheless, these two conditions are clearly dis- 
tinct clinical and pathological entities. Paren- 
thetically, no definite structural changes are de- 
scribed in deiirium tremens. 

Disorientation and impaired memory for re- 
cent events are also present but difficult to un- 
cover at the beginnings of the disease; they be- 
come obvious over the course of several days as 
the other neurologic deficits may subside. It 
should be noted that the mental changes of Wer- 
nicke’s disease are the most refractile to thia- 
min therapy. 

Ataxia which is primarily shown as a disturb- 
ance of stance and gait in this disorder is usually 
ascribed to the involvement of the vestibular nu- 
clei and their connections. 

Autonomic disturbances are manifest as nau- 
sea, vomiting, shock or other cardiovascular and 
respiratory abnormalities and are most likely 
due to the involvement of the hypothalamic and 
medullary vegetative centers. 

Many patients who recover, either spontane- 
ously or after therapy, are left with varying de- 
grees and combinations of memory impairment, 
disorientation and confabulatory tendencies, a 
syndrome first described by the Russian psychia- 
trist S. S. Korsakoff, in 1887. 

Studies on patients with Korsakoff’s psychosis 
(usually chronic inmates of mental hospitals), 
have shown that most of them present classical 
or fragmentary aspects of Wernicke’s syndrome 
in their past history. The pathologic changes 
present can be construed as representing a healed 
stage of Wernicke’s encephalopathy. Thus, it is 
possible to consider these two syndromes as one 
and the same disorder viewed at different phases 
of its natural history. Of course this is not to 
deny the possibility that many other conditions 
such as cerebral trauma, unassociated with the 
lesions described, can be followed by Korsakoff’s 
psychosis. In intracranial neoplasms a relatively 
selective deficit in recent memory is most likely 
to occur when there is involvement of the mam- 
millary region. Resection of the medial portions 
of the temporal lobe, to which the mammillary 
bodies are associated via the fornices, sometimes 
results in a similar memory defect. Strangely, 
however, section of the fornices does not produce 
such a deficit. 

Fatal outcome, one of the cardinal criteria in 
Wernicke’s original description, is no longer con- 
sidered a necessary part of the syndrome. It is 
reported in about 14% of some clinical series. 
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Data on our 35 autopsied cases of Wernicke- 
Korsakoff syndrome from the files of Kings 
County Hospital Center are noted in Table III; 
89% of the patients were known alcoholics and 
the rest were probably alcoholics. Interestingly, 
a clinically determined poor nutritional state 
was noted only in one third of the cases. This 
appears to indicate that vitamin deficiency, thia- 
min in particular (which is considered to be more 
or less a specific causative factor in Wernicke- 
Korsakoff disease), is not necessarily associated 
with an overt state of malnutrition. Patholog- 
ically, however, a fatty liver or portal cirrhosis 
was found in three fourths of our cases. 


TABLE III 
Wernicke-Korsakoff Encephalopathy 
Review of 35 Autopsied Cases 
1. Sex: 
Male — 26; Female — 9. 
2. Age: 
Average — 51.7 + 3.9 years. 
Range — 27-54 years. 
3. History of Alcoholism: 
Definite — 89% 
Possible — 11% 
4. Nutritional State (clinical criteria): 
Adequate — 71% 
Poor — 29% 
5. Nutritional Liver Disease (pathologic criteria) : 
Fatty liver — 26% 
Portal cirrhosis — 56% 
No hepatic change — 18% 


In order to avoid a wrong impression that one 
might gather from the data collected at this hos- 
pital, I would add that many other conditions 
including gastrointestinal neoplasms, hypereme- 
sis gravidarum, febrile diseases and other mis- 
cellaneous debilitating states have also been re- 
ported to be associated with this syndrome. As 
a matter of fact, the original description by Wer- 
nicke in 1881 includes a young female suffering 
from persistent vomiting after the ingestion of 
sulfuric acid following a suicide attempt. Kor- 
sakoff’s various papers on the subject also include 
a variety of underlying conditions. 

While the etiologic factor in Wernicke’s en- 
cephalopathy has been extensively elucidated, 
there are some crucial points in the pathogene- 
sis yet to be clarified. These include the prob- 
lem as to what constitutes the primary structure 
affected in this condition. Another one of the 
problems is why .certain specific areas, as men- 
tioned before, are selectively involved to the ap- 
parent exclusion of other intracranial zones. 
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Richard Tislow 
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CHEMOTHERAPEUTIC TRIALS IN PSYCHOSIS. IV ae = 
Wm. J. Turner, Victoria Hania, Seymour Halpern and Sidney Merlis 

CHILD ANALYSIS—COMMENTS ON THE PRESENT STATUS 
Herbert Freed 


CHLORDIAZEPOXIDE (LIBRIUM) SYMPOSIUM 


PHARMACOLOGY OF CHLORDIAZEPOXIDE 
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EEG CHANGES ASSOCIATED WITH CHRONIC ALCOHOLISM 
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Jane E. Oltman and Samuel Friedman 
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EFFECT OF HYDROXYPHENAMATE ON ANXIETY STATES --__------------------ 
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Edward B. Greenspan ; 
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INSULIN COMA THERAPY—STUDY OF TWO METHODS --_-_------------------------------------- 
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Edward Podolsky 
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Edwin Dunlop 


H. Azima 
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Nathaniel S. Lehrman 
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PRIVATE PSYCHIATRIC PRACTICE SINCE THE END OF WORLD WAR II ___---------------- 
James L. McCartney 

PRORETAZING—ANTI-PSYCHOTIC SPECTRUM 
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PSYCHIATRIC TEACHING AND TRAINING PROGRAM ADVANCES --_-_ .--.. February 87 
William L, Holt, Jr. 
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David Landy 
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Shervert H. Frazier 
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Anthony R. Gabriel 

William Holt 
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George Vlavianos and Ludwig Fink 
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Sidney Merlis 

Charles B. David 
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Thomas R. Kearney 

SUICHDE IN A MEPNTAL HOSPITAL July 365 
Arnold R. Beisser and James E. Blanchette 

SUPERIORITY, SERVICE AND STANDARDS August 423 
Mathew Ross 

F. Cornu and H. Hoffet 

TARACTAN (CHLORPROTHIXENE) AS A NEUROLEPTIC DRUG September 502 
Heinrich Gross and Elfriede Kaltenbaeck 

TESTOSTERONE AS ADJUVANT IN TREATMENT OF SCHIZOPHRENICS _____----------_--___ August 443 
Leonard I, Lapinsohn 
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Guenther Neuhaus and Karla Ibe 

THERAPEUTIC COMMUNITY AND ITS BENEFITS ~____-_--_-_..--_-__--_----_-_---_- May 265 
Alexander Gralnick 
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TRANQUILIZING DRUGS—SUBJECTIVE FEELINGS ABOUT THEM -------~-------------------- July 
Lewis J. Sherman 

TRIFLUOPERAZINE IN ANXIETY ASSOCIATED WITH ORGANIC DISORDERS --___---------- September 
Fred J. Phillips and David M. Shoemaker 

Nina Kateryniuk and Charles W. Morris 

Henry R. Olivier and Max Sugar 

UK-738 IN THE THIOPERAZINE-INDUCED EXTRAPYRAMIDAL REACTION  _____-_----------- October 
William Mandel, Bessie Claffey and Lester H. Margolis 

VALMETHAMIDE IN PSYCHIATRIC OUT-PATIENT CARE -----~---~---------------------------- June 
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BALDPATE, Inc. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy. Milieu-therapy under 
direction of trained occupational and recreational therapists. 
Accredited by Joint Commission on Accreditation of Hospitals 


HARRY C. SOLOMON, M.D. PATRICK J. QUIRKE, M.D. 
Consulting Psychiatrist Medical Superintendent 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WhHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-patients 

aes a homelike environment with separate building units and special cottages—air-con- 
oned. 

A complete neuropsychiatric diagnostic and treatment center including a department of psychol- 

ogy—encephalography—clinical laboratory and X-ray—psychotherapy—electroshock and insulin 

coma therapy, as well as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JORDAN, M.D. 

JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 

JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 
Neurology Psychiatry 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 


trained personnel. 
OCONOMOWOC, WISCONSIN 
PHONE LOGAN 7-5535 


EUGENE FRANK, M.D. OWEN OTTO, M.D. LEROY A. WAUCK, PH.D. 
WILLIAM C. JANSSEN Medical Director Clinical Psychologist 
LOREN J. DRISCOLL, M.D. JOSEF A. KINDWALL, M.D. 


Consultant 
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FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry 


OSCAR ROZETT, M.D. THOMAS R. PROUT, JR. 
Medical Director Administrator 


50 BEDS HILLCREST HOSPITAL 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


Dr. Joseph Epstein, F.A.P.A. 
P i N E W O O D Dr. Louis Wender, F.A.P.A. sineaaeearsiiaalinaiiias 
DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 


Westchester County - Route 100 - Katonah, N. Y. - Tel.: Central 2-3155 


A competent sixty bed hospital, psychoanalytically oriented but using multi-disciplinary approach. 
Patients admitted for ‘“‘short-term’’ therapy or more prolonged study. Additional facilities for 
O.P.D., Day Center Therapy and consultation. Weekly clinical conferences open to the profession, 
A.P.A. members may receive staff privileges and treat their own patients. 
New York City Offices 
DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4-3700 


DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone 3-8291 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest privdte SsMitaria in the United States. 


They offer private, individual specialized care to the patient. 


BALDPATE, INC. 


GEORGETOWN, MASSACHUSETTS 


HALL-BROOKE 


GREEN FARMS, CONN. 


BEVERLY HILLS CLINIC AND 


SANITARIUM 
DALLAS 11, TEXAS 


HILLCREST HOSPITAL 
(formerly The Retreat, Inc.) 


DES MOINES 12, IOWA 


ELMLAWN (The Wilgus Sanitarium) 


ROCKFORD, ILLINOIS 


PINEWOOD 


KATONAH, NEW YORK 


FAIR OAKS 


SUMMIT, NEW JERSEY 


RING SANATORIUM 


ARLINGTON, MASSACHUSETTS 


FAIRVIEW SANITARIUM 


CHICAGO, ILLINOIS 


ROGERS MEMORIAL HOSPITAL 


OCONOMOWOC, WISCONSIN 


FOREST SANITARIUM 


DES PLAINES, ILLINOIS 


ST. CLAIR HOSPITAL 


DETROIT 14, MICHIGAN 


GLENSIDE 


BOSTON 30, MASSACHUSETTS 


ST. JOSEPH SANITARIUM 


DUBUQUE, IOWA 
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Calms the Tense, Nervous Patient 


In anxiety and depression 


The outstanding effectiveness and safety with which 
Miltown calms tension and nervousness has been 
clinically authenticated by thousands of physicians 


during the past six years. This, undoubtedly, is one Clinically proven 
reason why meprobamate is still the most widely ‘ 

prescribed tranquilizer in the world. in over 750 

Its response is predictable. It will not produce’ published studies 


| unpleasant surprises for either the patient or the 
| physician. Small wonder that many physicians have 


awarded Miltown the status of a proven, depend-, j Acts dependably — 
| ble friend without causing ataxia or 
| altering sexual function 
| D d 
| ® o€s not pro uce 
| ] O } Z, Parkinson-like symptoms, 
| ” meprobamate (Wallace) liver damage or 
Usual dosage: One or two 400 mg. tablets t.i.d. agranulocytosis 
Supplied : 400 mg. scored tablets, 200 mg. 
| sugar-coated tablets; bottles of 50. Also as 
MEPROTABS®—400 mg. unmarked, coated ©) Does not muddle 
tablets; and in sustained-release capsules as C the mind or affect 


MEPROSPAN®-4(00 2nd MEPROSPAN®-200 
(containing respectively 400 mg. and 
200 mg. meprobamate). 
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